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REPORT TO THE COUNCIL OF THE BRITISH MEDICAL ASSOCIATION BY THE 
SECRETARY ON HIS VISIT TO INDIA, 1936-7 


When a number of members of the British Medical Association made a Round-the-World tour in connexion 
with the Annual Meeting in Melbourne in 1935 they included in their itinerary a visit to Bombay. The meetings 
which took place there between members from Great Britain and members of the medical profession in India 
impressed upon the former the necessity for some immediate action on the part of the British Medical Asso- 
ciation to promote the organization of the profession in India. The Council therefore appointed a special 
committee to consider the subject, and decided to send the Secretary of the Association to India to investi- 
gate the conditions of medical practice and organization in that country. 


The Secretary duly made the visit during the winter of 1936-7. On his return he submitted to the Council 
a report on the information he had collected and on the representations concerning medical conditions made 
to him during his tour. The Council received the report, but decided, before expressing either approval or 
disapproval of the contents, to publish it and to collect observations on it from the professional organizations 
in India, including the Indian Branches of the British Medical Association, and from other bodies and persons 


an expression of its opinions. 


organization of the Association in India. 


interested in the subject. The report must not be regarded therefore either as’ a report of the Council or as 


The report is printed below, and the Council invites the Indian Branches of the Association and any 
organizations and individuals interested in the welfare of the profession in India to send it observations upon 
the report of the Secretary and to make proposals likely to improve the organization of the British Medical 
Association and contribute to the welfare of the medical profession in India. When these views are received 
the Council will consider them and will decide what further steps are desirable in order to promote the efficient 


1. In accordance with the decision of the Council con- 
fined in Minute 112 of the meeting of November 11, 
1936, I visited India “to investigate the conditions of 
medical practice and organization” in that country. 

2. I landed in Bombay on December 11, and between 
that date and March 6, 1937, when I sailed for home, 
I made an extensive tour of the country, visiting 
the following centres: Bombay and Poona (Bombay 
Presidency), Delhi (Delhi Province), Peshawar (North- 
West Frontier Province), Rawalpindi, Lahore, Amritsar, 
and Ludhiana (Punjab), Agra, Benares, and Lucknow 
(United Provinces), Nagpur (Central Provinces), Hydera- 
bad (Hyderabad State (Deccan)), Madras (Madras Presi- 
dency), Calcutta (Bengal Presidency), Shillong, Mariani, 
Labac (Assam), Patna (Bihar Province). A detailed de- 
scription of the tour appeared in the Supplements of 
the British Medical Journal of February 6 and 27 and 
March 13. 

3. I visited the principal medical colleges and a number 
of the medical schools ; hospitals both large and small, 
Civil and military; dispensaries (urban and_ rural); 
Sanatoria ; maternity and child welfare centres ; maternity 
homes ; research institutions, etc., etc. I discussed the 
problem of medical care with representatives of all 


branches of medical practice in India, interviewing officers 
of the Indian Medical Service, both European and Indian, 
officers of the R-A.M.C., members of the Indian Medical 
Department, members of the Provincial Medical Services 
and of the subordinate medical services, as well as in- 
dependent medical practitioners. I also had conversa- 
tions with Governors, Commissioners, and Administrators 
in a number of the Provinces I visited. I took advantage 
of every opportunity that presented itself to gain an insight 
into the conditions under which medical work is being 
carried on in India. 

4. It should be understood that the opinions set out 
in this report are those represented to me by members of 
the profession in India and by other persons with whom I 
had the pleasure of talking. I was, of course, in India 
for only three months, and there may be, and probably 
are, other views which were not expressed to me, for a 
much longer and wider inquiry than I was able to make 
would be necessary for the presentation of an exhaustive 
review of the opinions of all sections of the profession in 
all parts of the country. 

5. In order that the situation in India may be appre- 
ciated it will be necessary first to describe very briefly 
the agencies through which medical care is administered. 
1715 
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I. A SURVEY OF EXISTING MEDICAL AND PUBLIC 
HEALTH SERVICES 


(1) The Indian Medical Service 


6. The Indian Medical Service is primarily a military 
Service, but a number of appointments under the civil 
administration are specifically reserved for officers of that 
Service. All officers in civil employ are subject to recall 
for military duty as they are the War Reserve on mobiliza- 
tion or in emergency. 


7. The Civil Branch of the Indian Medical Service con- 
sists, under the new cadre, of no fewer than 220 officers, of 
whom 166 are to be British. A special list of posts 
reserved for the I.M.S. officers under civil employ has 
been adopted. 


8. The medical officer on recruitment normally spends 
the first two or five years of his service in India on the 
military side, which has charge of the Indian Army, after 
which he is eligible for transfer to the civil side. An 
officer transferred to civil employment is on probation 
for two years. If continued in civil employment there- 
after he retains the right to revert to military employment, 
under certain conditions, until he has spent seven years 
in civil employment or has had seventeen years’ total 
service. 


9. The reserved civil medical posts in the Provinces 
and Department of External Affairs include sixty-two 
civil surgeoncies, which are established at the principal 
centres and provide for the medical needs of civil officers 
and for general medical administration ; specialist appoint- 
ments at Government teaching hospitals; and research 
posts. There are higher administrative appointments not 
reserved for I.M.S. officers (except for the North-West 
Frontier Province) to which the officer may aspire—for 
example, Inspectors-General of Civil Hospitals, of whom 
there is one in each Province, those in the Presidencies of 
Bombay, Madras, and Bengal being designated Surgeon- 
General. The head of the civil side of the Indian 
Medical Service is the Director-General, whose head- 
quarters are at Delhi and Simla. 


10. Under the new cadre as from April 1, 1937, a 
limited number of specialist posts at the Medical College 
Hospitals are reserved for European Indian Medical 
Service officers. The total number is thirty-one, of which 
ten are junior posts. For example, in Madras Presidency, 
the reserved posts consist of one specialist appointment 
at Madras in each of the three subjects, medicine, surgery, 
and obstetrics with gynaecology, and three junior 
specialists in the subjects of medicine, surgery, and ob- 
stetrics with gynaecology, are to be posted at Madras or 
at Vizagapatam. All these appointments carry with them 
extra pay and the right to private practice. The pro- 
fessorships, formerly reserved for the I.M.S., are no longer 
restricted in this way. 


11. The employment of I.MLS. officers in the civil side 
provides part of the medical reserve for the Indian Army 
in time of war, whilst the earmarking of certain civil 
posts for European I.M.S. officers ensures treatment by 
Europeans for the Europeans in the Civil Services and 
their families. 


(2) The R.A.M.C. in India 


12. Medical officers attached to the R.A.M.C. in India 
look after British troops and their families. Comparatively 
speaking they have little concern with the civil population in 
India, and therefore I do not propose to deal with the 
Service here. 


(3) The Indian Medical Department 


13. The Indian Medical Department supplies the sub- 
ordinate military medical personnel for the armies in 
India. 


(a) Those who are recruited for service with the Britis 
troops in India are called military assistant surgeons a 
are mostly Anglo-Indians.who undergo their course 9 
training in medical colleges at the expense of the Gover 
ment of India. They are appointed with the rank 
warrant officer and their duties are those of house-sur 
clerk, compounder, ward master, steward, and storekeeper 
They maintain discipline in the hospital and sée thy 
orders which are given by the R.A.M.C. officers are duly 
carried out. To a great extent they discharge the fun. 
tion of resident medical officers. They may rise to com 
missioned rank. Military assistant surgeons may k 
selected for civil employment. In recent years appoint. 
ments to ordinary civil employ have been made only jf 
the assistant surgeon has a qualification registrable iy 
Great Britain. 


(b) Those recruited for service with the Indian Troops 
are trained in medical schools and are called subassistani 
surgeons. They are attached to the Indian Station Hos. 
pitals and serve under I.M.S. officers. Recruitment is by 
selection from amongst Indian candidates who hold th 
licentiate qualification. On admission to the Indian Medica 
Department they are given warrant officer rank, and their 
duties correspond largely to those of a military assistant 
surgeon attached to a British Station Hospital. Military 
subassistant surgeons may also be selected for civil 
employment. 


(4) The Provincial Medical Service 


14. Medical administration, including hospitals, disper. 
saries, and asylums, and the provision for medical educa. 
tion, public health, sanitation and vital statistics (subject 
to legislation by the Central Indian Legislature in respec! 
of infectious and contagious disease), regulation of medi- 
cal qualifications and standards (subject to legislation by 
the Indian legislature), are all matters which come undet 
the control of the Provincial Governments. The chiel 
Administrative Officer—the Surgeon-General or Inspector. 


General, is the head of the Civil Medical Department of]: 


the Province, and is responsible for the superintendence 
of all hospitals, dispensaries, lunatic asylums, and similar 
institutions. He has control of the medical staff and 
arranges for the recruitment, transfer, and promotion of 
the purely medical (provincial) personnel. He is the 
adviser of his Government upon all matters connected 
with the medical administration of the Province. He has 
under him certain I.M.S. officers, civil assistant surgeons, 
some of whom may be military assistant surgeons 
seconded for civil work, and civil subassistant surgeons, 
some of whom also may be military subassistant surgeons 
seconded for civil work. 


15. Each Province recruits its own medical personnel 
of Indian Medical Service officers, who are selected by the 
Government of India, with the exception of I.M.S. officers 
who are earmarked to specially reserved posts by the 
Government of India. Medical graduates possessing 
degrees of recognized Indian universities, after competitive 
examination or selection, are appointed as civil assistant 
surgeons, while the licentiate class are recruited as civil 
subassistant surgeons. The assistant surgeon may rise {0 
be a civil surgeon, as the majority of these posts are 
reserved for them. After long service the subassistant 
surgeon may rise to the status of assistant surgeon. Civil 
assistant surgeons are employed as lecturers in medical 
schools, as professors, assistant professors, and demon- 
strators in medical colleges, and as house-surgeons and 
physicians in the large hospitals. They may be allotted to 
the staff of the civil surgeon in the headquarters District 
Hospital or be placed in charge of a smaller hospital of 
a larger rural dispensary. The civil subassistant surgeons 
duties are many and varied—for example, they may be 
placed in charge of police, jails, lunatic asylums (under the 
civil surgeon), or smaller rural dispensaries ; they are em- 
ployed’on all kinds of duties connected with the outbreak 
of epidemics, and they have to act generally as su 


Ox 
the 
16. 
servi 
the 
Gov 
mon 
able, 
sanit 
4 M 
17 
vider 
pens 
Boat 
tione 
| 18 
| the | 
| offic 
port 
exan 
surg 
1% 
distr 
civil 
| adm 
| by t 
med 
Pres 
thos 
| give 
| poli 
tive 
the 
| The 
of 
upo 
| whe 
| expr 
_ is e 
| recr 
gen 
| mer 
prac 
vide 
chai 
wor 
ing 
loca 
pro 
the 
| bed 
sists 
| surs 
tion 
of 
allo 
a ci 
the 
sur} 
lr 
| sur; 
are 
rur; 


TO THE 
JOURNAL 


’ASSIStant 
on 
nt is by 
hold the 
Medical 
ind their 
assistant 
Military 
or civil 


dispen- 
1 educa- 
(subject 
respect 
medi- 
ition by 
e under 
1e chief 
spector- 


ment of}: 


endence 
similar 
aff and 
of 
is the 
nected 
He has 
irgeons, 
urgeons 
irgeons, 
urgeons 


>rsonnel 
1 by the 
officers 
by the 
ssessing 
petitive 
sistant 
as civil 
rise {0 
sts are 
ssistant 

Civil 
medical 
demon- 
ns and 
otted to 
District 
pital or 
irgeons 
nay be 
der the 
ire em- 
itbreak 
is sub- 


Ocr. 9, 1937 


THE SECRETARY'S VISIT TO INDIA 


SUPPLEMENT To THE 
BritTisH MEDICAL JOURNAL 


223 


ordinates in the Provincial Medical Service. Members of 
the Provincial Medical Services are allowed private 
practice. 


16. Great difficulty is experienced in retaining the 
services of assistant surgeons and subassistant surgeons in 
the rural areas because of the difficulty of adding to 
Government pay (which may be as low as Rs. 50 a 
month). Private practice in villages is practically unobtain- 
able, social amenities do not exist, and hygienic and 
sanitary conditions are deplorable. 


MUNICIPAL AND District BOARD MEDICAL PROVISION 


17. In addition to the hospitals and dispensaries pro- 
vided by the Provincial Governments there are the dis- 
pensaries provided by the Municipalities and District 
Boards, which are usually under the charge of practi- 
tioners of the subassistant surgeon class. 


(5) Civil Surgeons 


18. The majority of civil surgeons are appointed from 
the Provincial Medical Services ; the remainder are I.M.S. 
officers in civil employ, and are approximately in the pro- 
portion of one I.M.S. officer to four P.MLS. officers. For 
example, in the United Provinces there are forty-eight civil 
surgeoncies ; under the new rules eleven are reserved for 
European I.M.S. officers. 


19. The duties attached to the post of civil surgeon to a 
district vary with the locality, but, generally speaking, the 
civil surgeon of a district is responsible for the medical 
administration of the district and of all hospitals supported 
by the Government in that district. -He also acts as the 
medico-legal adviser to the Government. Except in 
Presidency towns his duties in this capacity include 
those performed by police surgeons in this country 
—that is, he conducts all medico-legal post-mortems, 
gives evidence in all courts, and has charge of the 
police hospital. 
tive officer at the head of the district, relies upon 
the civil surgeon for advice upon all medical matters. 
The civil surgeon is also usually superintendent of the 
district jail, and in addition supervises the medical officer 
of the jail. He has to undertake medical attendance 
upon those Government servants resident in his locality 
who are entitled to free attendance, and he is also 
expected to attend the dependants of these, but for this he 
is entitled to charge private fees. He has to examine 
recruits for the Army, Police, and State employment 
generally. He has to issue health certificates to Govern- 
ment servants of all classes. He is also permitted private 
practice amongst other sections of the community pro- 


vided that this does not interfere with the proper dis- 


charge of his official duties. He is assisted in his medical 
work by assistant surgeons, the number varying accord- 
ing to the size of his district and the needs of the 
locality, and by subassistant surgeons, who are recruited 
provincially from the licentiate class. 


20. In Delhi, one of the most important centres in India, 
the civil surgeon has charge of the Irwin Hospital of 320 
beds, 200 of which are available for use. The staff con- 
sists of himself and 4 assistant surgeons, 5 subassistant 
surgeons, 10 house-surgeons, 5 of whom live in. In addi- 
tion there are two or three honoraries working in some 
of the special departments, but they have very few beds 
allotted to them. A typical district hospital in charge of 
a civil surgeon has, however, approximately 100 beds, and 
the staff of such an institution, apart from the civil 
surgeon himself, usually consists of 1 assistant surgeon, 
1 male subassistant surgeon, and 1 female subassistant 
surgeon. These three usually live on. the premises. 


21. Hospitals, other than the large District Hospitals, 
are under the charge of an assistant surgeon, whilst in the 
rural and smaller urban areas a subassistant surgeon is in 


The magistrate, who is the administra-: 


charge. Both, however, are under the supervision of the 
civil surgeon for the district. 


22. To enable the Council to appreciate the manifold 
duties which a civil surgeon may be called upon to under- 
take I cannot do better than cite the case of the civil 
surgeon of Nagpur, in the Central Provinces, admittedly 
one of the poorest Provinces in India. He is stationed at 
Nagpur, has administrative charge of a hospital of 230 
beds, is one of the surgeons attached to the hospital, and 
in addition is superintendent of the Medical School, which 
is a training centre for licentiates, nurses, and com- 
pounders. He is also in administrative charge of all 
Branch Dispensaries (of which there are six) serving a 
population of 800,000; he acts as medical adviser to 
higher Government officials and their families, and as the 
medico-legal adviser to the Government for the district. 
He has also certain medico-legal duties to perform—for 
example, post-mortems and examinations in assault cases 
and giving evidence in courts—and he is also allowed 
private practice. 


(6) The Independent Medica! Profession 


23. Of late years there has been a great increase in 
the number of independent medical practitioners in India. 
Proportionately the greater increase has been in the 
graduate class, a number of whom have come over to this 
country for postgraduate instruction and have obtained 
higher degrees, the Fellowship, Membership, or special 
Diplomas such as the D.O.M.S., D.M.R.E., D.P.H., and 
D.T.M. In some of the teaching centres there are 
Opportunities for the independent medical profession to 
act as honorary officers in the Government medical 
schools and colleges, and in private hospitals. The in- 
crease in the profession has been mainly confined to the 
towns, and very few of the independent medical pro- 
fession are to be found in the country districts. Licentiates, 
who formerly took posts as subassistant surgeons, now 
practise in increasing numbers in the larger towns, and, 
notwithstanding their inferior training, compete freely with 
the graduates. Thus the licentiate who was originally 
trained to act under the authority of a medical officer 
in one of the superior Medical Services is now practising 
medicine on his own, flooding the market to such 
an extent that in the larger, and, indeed, in some of 
the smaller, towns there is decided overcrowding of the 
medical profession. This congestion becomes most acute 
in large cities, in the majority of which a considerable 
number of medical men are finding it almost impossibie 
to make a living; indeed many are on the verge of 
starvation. 


24. The vast bulk of the population in towns is poor 
and medical fees are very low. Indeed in many parts of 
the towns free medical advice is given at the consulting 
rooms of the private practitioners, fees being charged only 
for the supply of medicine, for injections, and for the 
performance of minor surgical operations. Many practi- 
tioners carry on their work in the busy thoroughfares in 
~~ the crowded parts of the town, and the standard 
of niedical ethics is very low indeed. 


25. In addition to the private practitioner there are the 
Hakims and the Vaids (the practitioners of the indigenous . 
systems of medicine, Unani and Ayurvedic), whilst there 
are also the so-called homoeopaths, who buy their degrees 
for a few rupees, and quacks of all kinds. The com- 
pounder (dispenser), who has been trained at one of the 
Government hospitals, attempts to practise medicine side 
by side with the qualified graduate or licentiate. It must 
not be forgotten that many of those who qualify in 
scientific medicine practise Ayurvedic medicine as well, the 

édeciding factor as to the choice in some instances being the 
wish of the patients. There is of course no legal restric- 
tion which prevents the unqualified from carrying on some 
form of so-called medical practice. The population gener- 
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ally is illiterate, superstitious, ignorant, and prejudiced, and 
consequently unable to appreciate the differences between 
the qualified and unqualified. The natural tendency of 
the people is to seek advice from those who practise an 
indigenous system which is bound up with their religious 
faith. Coupled with this there is the inherent antagonism 
to scientific medicine because of its Western origin, so that 
the lot of some of the graduates in the larger cities is not 
to be envied. 


(7) The Railway Medical Service in India 


26. Each State Railway in India has its own medical 
service administered by the railway concerned, under the 
control of. the Railway Board, a Government Department. 
Other railways not owned by the State make their own 
independent arrangements. 


(8) Other Medical Agencies 


27. A description of the medical service in India would 
not be complete without reference to the Women’s 
Medical Service and the Medical Missionary Service. 


WOMEN’S MEDICAL SERVICE 


28. The Women’s Medical Service in India, which was 
reorganized in 1914 and is a voluntary organization under 
the administration of the Countess of Dufferin’s Fund, con- 
sists at present of forty-four medical women. Whilst it is 
not a Government service it is to a certain extent under 
Government control, as it receives a Government subsidy. 
The Service is open to qualified medical women of British 
or Indian nationality, and appointments are made by 
selection in England and India, preference being given to 
applicants with Indian experience. Most of the work of 
the medical women is connected with hospitals and institu- 
tions, and there are also openings for maternity and child 
welfare work. Private practice is allowed, provided this 
does not interfere with the efficient discharge of official 
duties. I heard nothing but praise of their work. 


29. This service partly staffs a Women’s Medical College 
officered by women, thus enabling Indian women even of 
the more sheltered class to study for the higher degrees. 
The number of qualified medical women available in 
India is extremely small considering the population, the 
size of the country, its urgent medical needs, and the 
prejudice which prevents many Indian women from attend- 
ing general hospitals or accepting aid from medical men. 


MEDICAL MISSIONARY SERVICE 


30. There are in addition a goodly number of medical 
missionaries, both male and female, and a certain number 
of assistant and subassistant surgeons working in hospitals 
and dispensaries throughout the country. The work which 
is being done by the Medical Missionary Service cannot 
be too highly praised, and this applies more particularly 
perhaps to the women medical practitioners who have done 
so much to relieve suffering amongst the women in India. 


(9) Public Health Services 


31. Both the Federal and the Provincial Governments 
take part in public health administration. The public 
health functions of the Federal Government are those 
which affect India as a whole, and its duties are therefore 
concerned with such questions as port quarantine emigra- 
tion and immigration, central institutes for medical and 
public health research, and the census. The Provincial 
Governments deal with local health administration, hos- 
pitals, registration of births and deaths, water supplies, 
health conditions in prisons and other institutions, and, 
to a certain extent, the control of food and drugs. In 
addition there are certain subjects concerning which both 
the Federal and Provincial Legislatures have power to 


make laws. These subjects include poisons and danger- 
ous drugs, the care of infants, minors, and the mentally 
deficient, public health in factories, the prevention of 
epidemics, and the compilation of statistics. 


32. The administration of public health is entrusted to 
various types of authorities and medical officers. The 
activities of the Central Government are controlled by the 
Public Health Commissioner with the Government of 
India, who is a member of the I.M.S. In each Province 
there is a Director of Public Health with from two to 
four Assistant Directors. Before April 1, 1937, one of 
these assistant appointments in each Province was 
reserved for I.M.S. officers, whether British or Indian, but 
under the new regulations there is no such reservation. 
Within each Province there are a number of municipal 
authorities, which provide the public health administra- 
tion for the towns, and district boards, which perform 
the same functions for the rural districts. The medical 
staffs of the municipal and district boards are similar, and 
usually consist of whole-time or part-time medical officers 
of health (some of whom are qualified medical practi- 
tioners in possession of the Diploma in Public Health 
and some are licentiates), vaccination officers, school 
medical officers, and sanitary officers, and, in the rural 
areas, epidemic staffs. Their duties concern vaccination, 
dispensaries, epidemic diseases, and sanitation. The work 
of the municipalities and the district boards are subject 
to the general supervision of the public health department 
of the Province. 


33. A study of the above may give an erroneous im- 
pression of the work which is actually being undertaken 
to-day in India on the public health side. Whilst I did 
not make an intensive survey of this aspect of medical 
work, it is apparent to the most superficial observer that 
elementary sanitation is lacking, and that there is urgent 
need for the development of communal health services. 
Perhaps the most essential factor is, however, the establish- 
ment of a central public health counci! which would 
co-ordinate the work in the various Prov nces. Without a 


central public health administration in this country the — 


present standard of public health work here could not have 
been reached, and I fail to see any prospect of the desired 
improvement in India unless there is some controlling hand 
to take the initiative in problems which are common to all 
areas, whether States, Provinces, or Presidencies.* 


Ii. AN EXAMINATION OF EXISTING MEDICAL 
CONDITIONS 


34. The next section of this report deals with the chief 
matters upon which strong representations were made to me 
by members of the Indian medical profession. This survey 
will not exhaust the subjects of grievance, but I have 
concentrated upon those that are common to most of the 
Provinces and have a distinct bearing upon the prospects of 
the furtherance of the Association in India. 


(1) The Indian Medical Service 


(a) A COMPARISON OF THE CONDITIONS OF SERVICE OF 
INDIAN AND EUROPEAN MEMBERS OF THE I.M.S. — 


Recruitment 


35. Recruitment for the I.M.S. is conducted on the 
nomination and recommendation of a Selection Board, 
British doctors being recruited in London, and Indian 
doctors in India. Indians are recruited for the I.M.S. on 
different terms from Europeans. Prior to April 1 of this 
year Indians entered.the Service on a temporary basis. Their 
commissions were renewable from year to year up to five 
years, when they became eligible for permanent appointment. 


* Since this report was written the Government of India has 
established a Central Advisory Board of Health. 
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— 


The right to retire with a gratuity was limited to officers 


who had completed six years’ service from the date of 


permanent appointment. Since April 1 short-service com- 
missions for five years similar to those of the R.A.M.C. have 
been introduced. Short-service officers are asked to indicate 
whether on the conclusion of five years’ service they desire 
to be appointed to permanent commissions. Appointments 


to permanent commissions will be made by selection from 


among those short-service officers who wish to be considered. 
It is intended that about 70 per cent. of those appointed to 
short-service commissions shall receive permanent com- 
missions, but this percentage may vary from time to time. 
The remainder will be retired with a gratuity of Rs. 4,500, 
and will be required, if considered suitable, to join the Army 
in India Reserve of Officers for a period of fifteen years. 
Those selected for permanent commissions lose the right 
to retire on a gratuity after six years’ service—that is, 
after one year’s service with a permanent commission. 


36. As far as the Europeans are concerned there has 
been little change in the regulations in force prior to 
April 1. Recruitment to the I.M.S. is.on a permanent 
basis. Appointments are made by a Selection Committee 
to permanent commissions ; antedates are awarded for 
hospital experience and higher qualifications. For the 
first three years the officer is on probation. Voluntary 
retirement with a gratuity of £1,000 is permitted after 
six years’ service, whilst after twelve years’ service the 
gratuity is £2,500. Strong representations were made to 
me by the Indian members of the I.M.S. upon the differ- 
entiation between the gratuity allowed to the Indian as 
compared with that allowed to the European. 


Rates of Pay 


37. The basic pay is the same for Indians as for Europeans 
but oversea pay is admissible in the case of officers who 
at the date of their appointment to the I.M.S., had their 
domicile elsewhere than in Asia. The basic rates of pay 
have been reduced as from April 1, 1937, while the oversea 
pay has been increased, thus making a further differentiation 
between the pay of the Indian and of the European officer 
in the I.M.S. In addition to basic pay and oversea pay, 
various allowances are admissible for a large number of 
special appointments, both military and civil. Special 
rates are also attached to numerous administrative appoint- 
ments. 


38. A limited number of public appointments such as 
civil surgeoncies, teaching and research appointments, and 
public health appointme.ts are reserved for officers of the 
civil side of the I.M.S. The schedule of reserved posts 
shows that the number of civil posts reserved for Indian 
I.M.S. officers in the Provinces is markedly less than that 
reserved for European I.M.S. officers, and that no specialist 
posts in the principal teaching centres are reserved for them. 
The relative proportion of posis reserved in favour of the 
European as against the Indian officers was strongly 
represented to me as a grievance amongst the Indian 
officers. Local Governments may employ additional Indian 
I.M.S. officers in civil appointments, but it was pointed out 
that they were not likely to exercise their prerogative in 
this respect since the pay of th2 Indian Medical Service 
officer was on a higher scale than that which need be offered 


- to those unconnected with the I.M.S. 


(b) THe FOR A CIVIL BRANCH OF THE I.MLS. 


39. Two main reasons are advanced in support of the 
employment of I.M.S. officers in civil appointments : 


(i) To provide a reserve of European medica! officers 
and a smaller number of trained senior Indian me ical 
officers available in time of war or emergency ; 


(ii) To ensure for European officers of the superior 
Civil Service and their families medical attendance by 
European medical officers. 


(i) The War Reserve 


40. The existence of the civil side of the I.M.S. was 
represented to me as the cause of much dissatisfaction in 
India. As regards the provision of a war reserve, the 
Government of India and the military authorities consider 
that it is essential that such a reserve should be maintained 
by means of a civil branch of the I.M.S., and the same 
conclusion has been reached by a number of Commissions. 
On the other hand, representations were made to me by 
members of the independent medical profession in India, and 
of the Provincial Medical Services also, to the effect that an 
adequate reserve could be built up in India. Consequently 
they regard the contention of the military authorities as 
an excuse to preserve the civil side of the I.MLS. 


(ii) European Medical Attendance upon Europeans 


41. The second reason given for the continuance of the 
civil side of the I.M.S. is to ensure European medical 
attendance upon European civil servants and their families. 
This provision forms part of the contract between the 
Government and civil European Government officers, and 
the Government authorities consider it essential to the 
contentment of the Civil Service. Many Indians with whom 
I discussed the subject, however, believe that the need for 
such provision has been exaggerated, for they say that 
there are places in India where the European members of 
the superior Civil Services and their families, and indeed 
non-Service Europeans, readily avail themselves of the 
services of Indian medical practitioners. It was suggested 
to me that by assuring to, the Indian—whether he was an 
officer in the I.M.S., a member of a Provincial Medical 
Service, or an independent medical practitioner—greater 
opportunities for advancement in knowledge and experience 
through the development of the system of open competition 
for those posts which were not at present available to him, 
men of sufficient standing, capability, and education to satisfy 
the needs of the community, irrespective of nationality, 
would be forthcoming. 


(c) REDUCTION IN STRENGTH OF CiviL BRANCH OF I.M.S. 


42. To the argument that lessened opportunity in the 
Civil Branch of the I.M.S. will lead to deterioration in the 
type of medical man entering the I.M.S., and consequently 
in the-Service itself, the reply was. made that, while this may 
be true to a certain extent, since the rewards which formerly 
attracted prospective entrants will no longer be available, 
the gain to the community and to the profession in India 
may prove to be greater than the loss. The strength of the 
Civil Branch of the I.M.S. in 1913 was 506, while from 
April 1, 1937, it is to be 220. Thus the reduction of the 
civil side of the I.M.S. has been in progress for a number 
of years, and the present proposals have doubtless bee 
made in the light of experience gained or as the result of 
political pressure. 


(d) RESERVATION OF TEACHING POSTS AND SPECIALIST Posts 
IN TEACHING CENTRES 


43. Prior to April of this year certain professorships in 
the teaching colleges were reserved for European I.M.S. 
officers. It has now been decided to reserve instead a 
number of senior specialist posts. In addition, a number 
of junior specialist posts are to be similarly reserved. For 
example, in Calcutta, four senior specialist posts in the 
Medical College, in medicine, surgery, obstetrics and 
gynaecology, and ophthalmology are to be reserved for 
European I.M.S. officers, a; well as three junior specialist 
posts in medicine, surgery, and obstetrics and gynaecology. 


44. These specialist posts are reserved by the authorities 
for Europeans in. order that European specialist medical 
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attendance shall be available for European Government 
servants and families, and they afford European I.M.S. 
officers opportunities for clinical hospital work in their own 
special subjects. Indian I.M.S. officers complain that the 
reservation perpetuates a system to which they have always 
taken serious exception, and they claim the same right to 
clinical opportunities as that accorded to their European 
colleagues. They consider that, even if European specialist 
medical attendance is necessary, it should not be provided in 
such a way as to deprive Indian I.M.S. officers of the oppor- 
tunities for specialist work which are enjoyed by their 
European colleagues in the same Service. Practitioners 
outside the Service are opposed to the reservation on the 
ground that, since specialist posts in teaching hospitals 
possess a special importance and value, they should be held 
by the most competent and experienced persons available, 
and it is therefore undesirable to lay down specifically that 
any specialist post or professorship in a teaching college hos- 
pital should be reserved either for a European or for an 
Indian. 


45. It would appear that all the professorships at the 
Medical College, Calcutta, as they become vacant, will now 
be open to competition. This is welcomed as a step in the 
right direction by the independent medical profession in 
India, who feel that the time has come when the requirements 
of medical education should take precedence over all other 
considerations, and when no teaching post should be ear- 
marked for members of particular Services or particular 
Provinces. Their view is that such appointments should be 
open to members of the medical profession as a whole, and 
that an equal opportunity should be given to all practitioners 
with the necessary qualifications, training, and experience. 


46. Attention must also be drawn to the view expressed 
by another group of persons who believe that the presence 
of at least a few European officers on the staffs of medical 
colleges in India is essential to the progress of scientific 
medicine. They point out the tendency of the Indian 
practitioner to blend the practice of indigenous medicine 
with that of scientific medicine and the influence of caste 
and religious questions in the appointment of Indians. 
They therefore emphasize the need of a constant reinforce- 
ment of European practitioners if Western medicine is not 
to deteriorate and if the latest teaching in the English schools 
is to reach the Indian colleges. 


(2) The Right to Private Practice in the I.M.S. and in 
the Provincial Medical Services 


47. Government medical officers, whether European 
or Indian, in such posts as civil surgeoncies and clinical 
specialists attached to hospitals, are allowed to engage in 
private practice provided that this does not interfere with the 
official duties assigned to them. 
practitioners object to this on the ground that they are in un- 
fair competition with subsidized Government medical officers. 
They believe that it would go far to remove this grievance if 
private practice were forbidden to officers holding these 
posts and nothing but consulting practice in its purest 
sense permitted. Permission to engage in consulting practice, 
they say, would ensure that the services of these officers 
would not be entirely lost to the community, but would be 
available when requisitioned by the attending medical 
practitioner. 


48. These practitioners also expressed the opinion that all 
civil surgeons should have their practice restricted to 
Government servants and their dependants, and, so far as 
the rest of the community is concerned, they should be 
restricted to consulting practice. They believe that the 
services of civil surgeons would be utilized without hesitation 
if the independent medical profession were aware that these 
officers were not competing with them in the field of private 
practice. They agree, however, that in any area in which 
restriction regarding private practice would be a hardship 
for the community a relaxation of this rule could be 
permitted. 


The independent medical © 


49. The independent medical practitioners complain 
further that members of the Provincial Medical Services are 
permitted to engage in private practice. They believe that this 
grievance could be satisfactorily removed by the employment 
at hospitals of honorary staff (or part-time paid staff) in place 
of a number of those members of the Provincial Medical 
Services engaged in the clinical work of the institutions. It 
was suggested that it would be advisable for the honoraries 
to receive a stipend for their work. The right of officials to 
engage in private practice is a burning question in India, 
and it was represented to me that the suggestions made 
would go far to appease those who take the strongest 
exception to the present arrangements. 


50. The opinion was also expressed that all who hold 
paid teaching posts in the medical schools and colleges should 
have their right to practise restricted in the same way as 
that suggested in the case of civil surgeons, thus leaving them 
free to devote more of their time to the discharge of their 
official duties. 


51. It was expected that any alteration in the terms of 
employment of Government medical officers would apply 
only to new entrants. 


_ 52. The practicability of these suggestions was questioned 
in other quarters. It was said that the conversion of 
these officers into whole-time officers debarred from 


private practice would inflict real hardship on the public. © 


Government service, it is maintained, attracts the best 
graduates because it offers excellent prospects and conditions 
of service, and private practice is allowed only in so far as 
it does not interfere with official duties. The officers are 
subject to frequent transfers and are normally unable to 
work up a large private practice. Those who took this view 
considered that the suggestions made in the foregoing 
paragraphs for part-time public work would result in the 
admission to institutional services of practitioners less 
well qualified and would not remove the grievance of 
subsidized employment. 


(3) Government Medical Services and the Independent 
Medical Profession 


53. Government medical officers hold at the moment 
many of the medical appointments in India which offer some 
of the most attractive fields of medical work. As civil 
surgeons they have charge of the District Civil Hospitals, 
where they may specialize in any particular branch of medical 
work in which they may be interested, whilst in other fields, 
such as public health or research, there are corresponding 
opportunities for specialization and initiative. Thus, there 
is an incentive to secure higher medical qualifications and 
postgraduate experience, and it is said that without such 
incentive the Indian medical man would remain content 
with the qualifications and experience he can obtain in 
India. The independent medical profession believes that, 
while at present this may be true, the necessary incentive would 
be provided by the adoption of a different method of appoint- 
ment to the attractive posts which are at present held by 
Government officers, both European and Indian. The growth 
of medical education in the medical colleges in India is 
ensuring, it is said, a sufficient number of graduates for 
appointment as honorary officers in all the important divi- 


sional or district hospitals, and if the posts in question were © 


thrown open to competition amongst the profession in 
India the incentive to betterment of qualification and 
experience would be as great as, if not greater than, it is at 
present. It is recognized that such a change would interfere 
with the present arrangements for providing medical 
attendance upon Europeans, and that it would be necessary 
for some other system to be adopted by the Government to 
provide such attendance. It is not suggested that such a 
sweeping change could be effected at once, but it is submitted 
that it would be well worth while to staff a few district 
hospitals with honoraries (or part-time paid officers), and 
the necessary resident medical officers as house-physicians 
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and house-surgeons. In order that the administrative work 
of the hospital might be carried out efficiently by such a 
system it was agreed that it would probably be essential to 
make one whole-time appointment, whilst other duties 
which are at present carried out by the civil surgeons would 
have to be apportioned amongst the members of the 
profession. 


54. Caste and religious considerations play an important 
part in the selection for Government medical services in the 
Provinces, and consequently there are many members of the 
Indian medical profession who are disappointed at being 
passed over for one reason or another and yet are anxious 
to obtain hospital appointments, honorary or paid. Oppor- 
tunity to obtain such posts is greater in the large Presidency 
towns or in those Provinces where medical education is 
most advanced. For example, in Calcutta, Bombay, and to 
a lesser extent in Madras, there are many honorary appoint- 
ments which are, or may be, held by the independent 
medical profession. The independent medical profession 
believes that, if these opportunities were extended to other 
parts of India, to the district hospitals as well as to the 
Government institutions attached to medical schools and 
colleges, it would go a long way. towards satisfying the 
clamant desire of the medical profession in India, and 
would at the same time result in benefit to the community. 


(4) The Hospital Problem 


55. The majority of the hospitals and dispensaries in 
India are maintained out of public funds and are re- 
garded as free institutions, no charge whatsoever being 
made to the public for treatment. Rural dispensaries are 
organized by District Boards, whilst town dispensaries are 
organized by municipalities, Provincial Governments being 
responsible for District Civil Hospitals making up de- 
ficiencies as far as their finances allow in rural and urban 
areas. In the majority of these hospitals and dispensaries 
the independent medical profession has no place on the 
staff. 


56. The Provincial Governments are responsible for the | 


teaching hospitals associated with the medical colleges, with 
the exception of Lucknow, where the King George’s Medical 
College and its associated hospitals are run by the University 
which receives a grant from the United Provinces Govern- 
ment. The Provincial Governments also support or give 
grants to those medical schools and associated hospitals not 
entirely financed by Government. 


57. As domiciliary medical attendance amongst the 
major portion of the community is relatively small, the 
important part played by these agencies in ministering to 
the medical needs of the community will be appreciated. 
There is no almoner system, and little or no attempt is 
made to ascertain whether those people who seek treat- 
ment are deserving of the charity for which they ask. 
The middle classes flock in large numbers to these dis- 
pensaries and hospitals, thus avoiding legitimate medical 
expense, and it is claimed that, as a consequence of this, 
the poorer people who really cannot afford to pay for 
private treatment are frequently turned away for want of 
accommodation. Enormous numbers of patients, — the 
majority of whom are unable through extreme poverty to 
pay the fees of a private practitioner, are dealt with each 
day, and it is difficult to see how any but the most cursory 
treatment can be administered with the present staff available. 
For example, in one municipal dispensary I visited, which 
was under the charge of a subassistant surgeon, as many as 
300 patients were being dealt with daily in a morning of four 
hours. Undoubtedly many hospitals and dispensaries are 
insufficiently staffed and insufficient inquiry is made in 
Many instances into the question of the patient’s ability to 
contribute towards the cost of treatment. The independent 
Medical practitioner feels that he has a most legitimate 
grievance in this respect and more especially is this so in 
Tegard to what obtains at the teaching hospitals. 


» 


58. In several hospitals there are a number of private 
and family wards, the need for the latter arising out of 
the prevailing custom for a sick member to be accom- 
panied to the hospital by his immediate family circle. 
Very moderate charges are made for the private and 
family wards, and in many of the hospitals beyond a 
small maintenance charge no fees for professional attend- 
ance are allowed, in others a scale of charges has been 
drawn up, the fees paid being shared between the hos- 
pital and the members of the staff concerned. The scale 
of charges for the private and family wards might cer- 


‘tainly be reviewed, but here again much of the abuse is 


due to the lack of an adequate almoner system. 


59. In some of the larger Government teaching hospitals 
a system of honorary staffing has been in force for some 
years—for example, in the Government Hospitals in Calcutta. 
On the other hand, in some instances—for example, the Mayo 
Hospital attached to the Government Medical College in 
Lahore—there are no honorary appointments. The 
independent medical profession complain that they have no 
opportunity of being associated in any way with the work of 


the hospital, with the result that their work suffers through. 


lack of contact with their colleagues and from insufficient 


acquaintance with modern methods of medical treatment. — 


There are still some teaching hospitals where the resident 
medical posts, such as house-surgeon and house-physician, 
are held by assistant surgeons with several years’ experience. 
It is said that, while this may ease the work of the senior 
members of the staff of the hospital, it robs the young medical 
graduates of the opportunity of gaining valuable experience 
as a preliminary to private or other practice and is more 
costly to the hospital. 


60. Medical practitioners in many parts of India com- 
plained bitterly to me that once their patients crossed 
the threshold of a hospital they never saw or heard of them 
again. They represent that there is little or no contact between 
the staff of the hospital and the independent medical practi- 
tioner outside. Unless the Government of India and the 
Provincial Governments are prepared to establish a com- 
plete medical service within the reach of all it must remain 
with the independent medical profession to satisfy in great 
part the medical needs of the community, and the independent 
medical practitioner feels that he should not be dissociated 
from institutional work if this object is to be achieved. The 
private medical practitioner considers that it is of paramount 
importance that the disciples of scientific medicine should 
have the means extended whereby they can keep abreast of 
the times and become acquainted with the modern advances 
in medical knowledge. They believe that the only way in 
which this can be achieved is by admitting them as an 
integral part of the medical staff of the hospitals and larger 
dispensaries. 


61. They recognize that for administrative and disciplinary 
reasons certain whole-time appointments are necessary, but 
they think that the further development of the honorary 
(or part-time paid) system would greatly improve the existing 
state of affairs in many parts of India to-day. The honorary 
system of staffing was advocated by many practitioners, 
but the part-time paid system was generally believed to be 
more equitable to those who have to carry out medical 
work for which the Governments have made themselves 
responsible. The principle is the same as that to which 
the Association has given approval in this country. 


62. The hospitals in India suffer from the lack of adequate 
nursing personnel, and there is probably not a single hospital 
which can boast of a nursing staff sufficient for its require- 
ments. The custom of the country has prevented Indian 
women generally from adopting nursing as a profession, 
and the needs of the hospitals in this respect have been met 
as far as possible by the services of European, Anglo-Indian, 
and Indian Christian women. Now that purdah is 
diminishing it may be that the pressing needs of the hospitals 
will be relieved by a number of Indian women of differing 
religious beliefs adopting nursing as a profession. 
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(5) The Problem of the Rural Area 


63. The greatest difficulty is being experienced in in- 
ducing medical men to practise in rural areas. These 
areas, which constitute the real India, are practically 
without any suitable or adequate medical attention, whilst 
the profession is markedly overcrowded in the cities, in 
some instances to the point of starvation. Provincial 
Governments, Municipalities, and District Boards provide 
rural hospitals and dispensaries so far as their finances will 
permit, but the greatest difficulty is to get any grade of 
qualified practitioner to live in the rural areas. The pay 
offered is of course very small indeed, about Rs. 70-100 
per month, whilst in some areas it is even lower still. In 
a few of the more wealthy provinces the system of grant- 
ing a subsidy to a medical practitioner (graduate or 
licentiate) is being tried out, the doctor being posted to a 
certain district and given opportunities for private practice 
in the surrounding villages. But here again the subsidy 
is insufficient to induce practitioners to forsake the town, 
even although in the latter they are almost starving. It 
must not be forgotten that there are no social amenities in 
the rural areas, that sanitation is a thing unknown, and 
that adequate housing accommodation is not available. 
The question is not solely one of finance, and it is diffi- 
cult to suggest a solution of the problem. 


64. The claim was put forward in Hyderabad (Deccan), 
and indeed in other quarters, that it would probably be better 
to train a still further inferior grade of medical man, giving 
him a three years’ course in order that he may learn the first 
principles of scientific medicine before being sent into the 
rural areas to relieve the urgent need for medical care 
amongst vast sections of the community within the State. 
Such a first-aid man would, of course, act under the general 
supervision of an assistant surgeon and civil surgeon. Con- 
sidering the areas which have to be covered supervision 
would of necessity be very perfunctory. Many persons on 
the other hand thought that the suggestion was a retrograde 
one, for in course of time the lower grade practitioner would 
undoubtedly swell the ranks of the already overcrowded 
profession in the towns and increase the competition with 
which the graduate has to contend from the inadequately 
trained, the quack, and the charlatan. They considered 
that if the people of India were taught to appreciate the 
value of scientific medicine and to place less reliance upon 
their indigenous systems, a sufficient supply of adequately 
trained medical men and women would be available. It 
was agreed that any lowering of the standard or a continuance 
of the existing low standard must militate against the achieve- 
ment of this object. 


(6) Medical Education 


65. Although I had neither the time nor the opportunity 
to investigate the various systems of medical education in 
India a few comments ‘on what I observed may not be 
out of place and will enable the Council to appreciate the 
bearing which medical education has on the whole 
problem I was sent out to investigate. 


(a) THE GRADUATE CLASS 
Medical Colleges 


66. The Medical Colleges in Bombay, Calcutta, Madras, 
Lahore, Lucknow, and Patna provide the training 
which is necessary for qualification as a_ graduate. 
The degrees granted by these Colleges are now recognized 
by the General Medical Council. I cannot speak with 
any authority on the standard of education or the quality 
of the teaching, but it is quite evident that great im- 
provements have been effected within comparatively 
recent years, especially in regard to equipment and to 
the teaching of midwifery. The method of appoint- 
ment to the teaching staffs of these colleges, except 


in so far as the reserved posts are concerned, varies in 
different parts of the country. In Lahore appointments 
are made by the Provincial Government after consultation. 
with the Inspector-General of Civil Hospitals, the 
Governor having the power to veto ; in Madras by means of 
a Public Service Commission after consultation with the 
Surgeon-General ; in Calcutta by a Special Appointments 
Board set up by the Governor ; whilst in Lucknow there isa 
Selection Committee composed of the Vice-Chancellor, 
the Dean, the Inspector-General of Civil Hospitals, two 
representatives of the Medical College staff elected by the 
Academic Council, and two nominees of the Executive 
Council of the University. In this particular centre the 
posts are advertised, and applications are invited from 
other Provinces. 


67. In some Provinces no honoraries are attached 
to the hospitals associated with the Medical College, whilst 
in others they constitute the major portion of the staff. 
For example, in Lahore members of the medical staff of 
the hospitals associated with the College, with the excep- 
tion of a number of paid junior short-term assistants, 
belong to the I.M.S. and the Provincial Medical Services, 
whereas in Calcutta, in the medical college and _ its 
associated hospitals, there are ninety-two honoraries, 
twenty-one non-service members who receive a _ stipend 
for their work, twenty-one members of the Bengal Medical 
Service, and four I.M.S. Officers. 


68. In many parts of India there is a language and com- 
munity selection for entrants to the Medical Colleges. 
For example, in Patna, where about forty students are 
admitted yearly, there is community selection from 
among the Bengalis, Bihares, Mohammedans, and Hindus, 
a certain quota of students being selected from each. 


(b) Tre LIcENTIATE CLASS 


Medical Schools 


69. There are many more medical schools than colleges 
throughout India, and in some of these schools the standard 
of education is deplorably low and the equipment totally 
inadequate. The student receives no training whatsoever 
in biology in either the pre- or post-matriculation stage; 
he may undergo a four years’ course in a school where 
the standard of training and the level of teaching are 
markedly inferior to that in the medical colleges, whilst 
his clinical instruction may be conducted in a_ hospital 
where the equipment is very meagre and where the 
sanitary arrangements are extremely primitive. 


70. Some of these medical schools are run by private 
enterprise, political or religious pressure being brought 
to bear in order to permit of their recognition as a train- 
ing school. Not only is the standard of the preliminary 
education frequently low, but the class from which the 
students are drawn often makes them totally unfit to 
take their place as medical men unless they act under 
the supervision and jurisdiction of a superior medical 
officer. 


71. Multiplication of schools, as has been the tendency 
in some parts of India, is undesirable, for it has resulted 
in a number of inadequately equipped and insufficiently 
staffed schools. It is essential that medical schools and/or 
colleges should be situated in big cities where there are 
large hospitals, a wealth of clinical material, and ample 
opportunities for providing equipment and able staffing, 
thus ensuring good clinical and practical experience for 
the students. 


_ 72. It is an undisputed fact that the licentiate class has 
in the past served a very useful purpose. Sufficient 


graduates were not available to supply the needs of the 
population, and valuable aid was given to the officers of 
the Indian Medical Service, who would have been unable 
to carry on the work of the Service had it not been for 
the assistance they obtained from this particular class of 
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practitioner. But a change has come over the situation 
within recent years. The subassistant surgeon is no 
longer content to work under the jurisdiction of someone 
else. He practises on his own in town or city where he is 
not subject to supervision by a superior medical officer. 


73. The general consensus of medical opinion in India 
is that the time has come for the establishment of one 
uniform standard of medical education throughout 
India. The contention that the four years’ course of 
the licentiate should be extended to five years is not 
sufficient in itself. The preliminary standard of educa- 
tion must be raised, and the standard of equipment 
and training in the medical schools and colleges vastly 
improved, whilst a number of schools should be closed 
down altogether. It is essential that every medical 
man practising scientific medicine should have had an 
adequate preliminary education and be fully trained and 
qualified in order to combat the activities of those who 
practise indigenous systems of medicine. 


74. The tea estates of Assam employ large numbers 
of subassistant surgeons who work under the authority and 
jurisdiction of the planter doctor, who is almost invariably 
recruited outside India. These licentiates are attached to 
the smaller hospitals scattered all over the tea estates, and 
the planter doctors are very satisfied with the work which 
is undertaken under their own supervision. They 
expressed the opinion that the tea associations would find 
it very difficult to pay the increased salary which the more 
highly qualified medical practitioner would demand. 


75. The Government College in Madras alone allows 
licentiates.to take the graduate qualification without going 
through the full curriculum, and the restriction imposed 
by the other schools is resented by those licentiates who 
are anxious {fo improve their status by obtaining higher 
qualifications both in their own country and elsewhere. 
Objection to the action of the authorities in Madras in 
this connexion is taken by the All-India Medical Council. 


(c) POSTGRADUATE INSTRUCTION 


76. The opportunities for postgraduate study in India 
are almost non-existent. There is great need for organized 
postgraduate courses so that practitioners of all ranks may 
obtain the necessary instruction and experience to enable 
them to keep abreast of modern methods of diagnosis and 
treatment. 


(d) SCHOGLS FOR STUDY OF INDIGENOUS SYSTEMS 


77. There are also schools supported by the various 
Provincial Governments where various systems of in- 
digenous medicine are taught. Perhaps the largest school 
of this description is at Benares. I regret, however, that 
I did not obtain particulars of the curriculum adopted 
in this and similar institutions, nor had I any opportunity 
to visit any particular school. 


78. These systems have all the weight and authority of 
established religion. In some Provinces funds which might 
be usefully expended on scientific medicine are being 
diverted for the establishment of dispensaries following 
the indigenous systems and for the establishment of 
schools for the teaching of indigenous systems. 


(7) Pharmacy and Drug Control] 


79. The profession in India is disturbed by the fact that 
there is no organized or self-contained profession of 
pharmacy, and that there is no proper measure of drug 
control. 


THE PRACTICE OF PHARMACY 


80. There is a lack of adequately qualified men among 
those who take up the profession of pharmacy, and there 


is an absence of any restrictive laws preventing the practice 
of pharmacy by unqualified persons. The training of the 
pharmacist requires to be improved so as to enable him to 
discharge in full measure the responsibilities attached to 
his profession. The Drugs Inquiry Committee, which 
issued its Report in 1931, suggested a suitable curriculum 
for adoption in India, which involves a training for two 
years, but, in addition to a recognised curriculum and 
training, restrictive laws are required so as to control the 
exercise of the profession. The qualified pharmacist 
should be protected from the charlatan. So far in India 
no Act dealing with pharmacy is on the Statute Book. It 
is true that there is an Indian Poisons Act, the Opium 
Act, and the Dangerous Drugs Acts ; but they only partially 
control the manufacture, sale, possession, and import of 
certain drugs; they have no relation to the practice of 
pharmacy. They do not in any way ensure that the 
persons selling or keeping open shops for retailing, dis- 
pensing, or compounding of poisons and narcotics shall 
possess an adequate knowledge of their business. In a 
few Provinces chemists’ shops are obliged to employ 
qualified compounders for compounding, dispensing, and 
selling drugs under the Provincial Municipal Acts, but in 
most of the Provinces there are no restrictions whatso- 
ever. 


CONTROL OF DruGs 


81. No attempt is made to control the quality of the 
drugs sold, with the result that the market in India is 
flooded with drugs and preparations of impure quality and 
defective strength, and such products as sera and vaccines 
are freely sold without ever having been tested as to their 
quality. It is a well-known fact that firms in other 
countries manufacture cheap and inferior quality drugs 
especially for the Indian market, with the result that local 
producers follow suit. In some parts of India at the 
present moment anyone can compound and sell medicines. 
It was represented that legislation to improve this state of 
eg is badly needed and should apply to the whole 
of India. 


(8) Vaccination and Certification 


82. A year or two ago the Government of India, in 
view of the requirements of certain foreign Governments, 
issued an order that all persons proceeding over-seas via 
Bombay should provide themselves with a certificate of 
vaccination or re-vaccination. The order included a 
regulation that such certificates, if not issued by a civil 
surgeon, a port health officer, or a municipal medical 
officer of health, must be countersigned by one of these 
officers. This involved the countersignature of vaccination 
certificates issued by private medical practitioners, and 
great resentment was expressed amongst the medical 
profession in India, particularly in Assam. The main 
contention of the private practitioner is that, in practice, 
the person who has to countersign the certificate does not 
verify that the vaccination was efficiently performed, 
because in most instances the certificates are sent by post, 
often to destinations sixty to eighty miles distant, either 
by the patient or by the private doctor, and that the certifi- 
cates are countersigned without the civil surgeon or other 
authorized officer seeing the patient. He maintains, there- 
fore, that the countersignature is worthless. The Council 
was impressed by the representations made by the Indian 
Branches, and is still pursuing the matter with the India 
Office. It should be appreciated that vaccination is fre- 
quently carried out by vaccination officers who have to be 
specially trained, but who have no medical qualification 
whatsoever. The profession in India considers that 
vaccination should be undertaken by a duly qualified 
medical practitioner, and in theory this would appear to 
be desirable. It must not be forgotten, however, that there 
are large tracts of country where there is no medical 
practitioner within reach of the populace, and that if there 
were no lay public vaccinators, there would probably be 
very little vaccination performed. This does not affect, 
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however, the objection of the medical profession to the 
countersignature of their own vaccination certificates.* 


83. A similar complaint is made regarding the necessity 
for the countersignature by a civil surgeon of certificates 
of unfitness for work issued in respect of Government ser- 
vants. It is one of the duties of the civil surgeon to sign 
such certificates, and it frequently happens that the person 
requiring the certificate is under the care of an indepen- 
dent medical practitioner, who furnishes the certificate 
of incapacity. The Head of the Department may require 
this certificate to be countersigned by the civil surgeon 
before it is accepted. This means that the civil surgeon 
automatically countersigns the certificate in some instances 
and refuses to countersign in others where he has doubts 
as to the bona fides of the certifier. 


84. Great resentment was expressed in regard to the 
system of countersigning, Although it was recognized 
that there may be instances in which an authority would 
have cause to doubi the bona fides of the person issuing 
the certificate, it was considered that the only way to 
scapeve abuse of this nature would be for an example to 
e made of those who issue false certificates by lodging 
a complaint with the Medical Councils of the various Pro- 
vinees concerned, On the other hand, if there was any 
doubt as to the probability of disciplinary action being 
taken, it was considered that it would be tar better for 
these sick eertifigales required by the Government servant 
io be provided by Government medical officers authorized 
for the purpore, 


Hil, MEDICAL ORGANIZATIONS IN INDIA 


NS. There are in India three important medical organi 
vations, the Indian Medical Assveiation, the All-India 
Licentiates’ Medical Assoviation, and the British Medical 
Assoviation, There are, in addition, a number of local 
medical associations and clinical societies in various 
centres as well as one or two smaller organizations which 
it is unnecesary to mention specifically, 


The Indian Medical Association 


86. This is an Association with about sixty branches 
and a membership of about 2,000, It was formed in 
1928, and is mainly a medico-political body, Many of 
the local associations are affiliated to the 1.M.A. The 
annual subscription is 18s, per annum, It is com- 
posed in the main of the independent medical profession, 
and draws the major portion of its membership from the 
Indian graduate class, An attempt is being made to 
amalgamate this Association with the Licentiates’ Asso- 
ciation, but so far without success, 


87, The I.M.A. was formed because of the opposition 
that existed to the B.M.A, in India, the plea being put for, 
ward that the B.M.A, is concerned only with conditions of 
service and recruitment in the Indian Medical Service, and 
that it has done nothing whatsoever in India to advance 
the interests of the independent medical practitioner, The 
strongest exception is taken to the representations which the 
BMA. has made from time to time in regard to the 
Indian Medical Service, and this is especially apparent 
in connexion with the last evidence submitted to the Joint 
Select Committee in October, 1933. Those who were in 
Bombay during the Round-the-World Tour will remember 
that the President of the Bombay Branch of the British 
Medical Association attacked the Association, not so much 
because of the evidence itself, but chiefly because the 
Association had not seen fit to abtain the views of the 
Indian Branches prior to the representations being made. 
In this connexion, however, it should be appreciated that 


* Since this report was written the Government of India, in 
consequence of the large number of protests received from all 
classes of the medical profession in India, has decided to limit the 
requirements concerning countersignature to passengers proceeding 
to East or South African ports or Iraq, and to certain pilgrims. 


the views of the Bombay Branch were forwarded by the 
B.M.A. to the Joint Select Committee at a subsequent date, 


88. The chief causes of complaint by the 1.M.A. against 
the B.M.A. are: 


(a) The Association’s attitude in regard to the need 
for European medical attendance upon Europeans in 
Government Service in India. 


(b) The Association’s repeatedly expressed view that 
the Indian Medical Service on its civil side should be 
continued. 


89. The majority of the members of the I.M.A. wish to 
abolish the civil side of the I.M.S. There are the more 
moderately minded who do not desire to go to that length, 
but who wish to see greater opportunities given to Indians 
in the civil side of the I.M.S.; the discontinuance of the 
practice of earmarking posts for European members of 
the I.M.S.; and free and open selection for the teaching 
and professional posts at the universities, 


90. The work of the I.M.A, is mainly, if not solely, 
medico-political, although the affiliated medical associa 
lions carry on clinical activities in their particular loeali- 
ties, There is an Annual Meeting of the 1.M.A,, and its 
affairs are conducted by a Council, The resolutions whieh 
are passed by the Annual Conterence do not receive prior 
vonsideration in the localities as ablaing under the eon 
of the The resolutions are mainly thoae 
sponsored by the Couneil of the ta whieh approval 
in piven al the Annual Conterenee without any previous 
discussion of then) aniongal the members in the various 
veniires, The belief prevalent amongst the members if 
ihe various Hranehes of this organization is that the 
H.M.A, ean do nothing for them, and that therefore it is 
Hot in their interests to belong to it; far better, they cone 
lend, to have an organization of their own, 


All-India Licentiates’ Medical Association 


91. This is a ny the membership of which consists 
of those who hold the licentiate qualification. 1 attended 
the Annual Meeting of this body which was held in Agra. 
lis membership is about 3,000, but when it is realized that 
the total number of this class is roughly 30,000, it will be 
appreciated that they have a large field of recruitment for 
their organization, 


92. One of the chief grievances expressed by members of 
this organization is that, although their qualifications are 
recognized by the Provincial Medical Councils, they are not 
recognized by the All-India Medical Council. They wish to 
extend the medical curriculum for their qualification from 
four to five years. In short, the main object of this 
organization is to improve the education and position of 
the licentiate class so that it may be on the same footing as 
the graduate class, 


The British Medical Association 


93, At the time of my departure the membership of the 
Association in India was about 1,500. There were then 
eight Branches in India (exclusive of Burma), namely, 
Assam, Baluchistan, Bombay, Calcutta, Hyderabad, Pun- 
jab, South India and Madras, and United Provinces, some 
of which had been functioning for only a few years. 
During my visit a desire was expressed for a Branch at 
Sind, in Delhi, in the North-West Frontier, in the Central 


“Provinces, and in Bihar, and steps have been taken to form 


Branches in these areas. 


94. Most of the Indian Branches meet very seldom 
and then only to “hear a clinical paper read, or to 
have a discussion upon some scientific subject. The 
Hyderabad, South Indian and Madras, Calcutta, and 
United Provinces Branches have concerned themselves 
with professional subjects, clinical demonstrations, and 
discussions. The reason for this becomes apparent when 
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it is appreciated that the management of Branch affairs 
js usually in the hands of Service Officers, who, being 


military officers, have avoided discussion of Service . 


matters. Of recent years Bombay has been a little 
more active and has, through its Branch Council, 
taken some interest in medico-political problems, and, to 
a minor degree, so has the Punjab Branch. Especial 
mention must, however, be made of the Assam Branch, 
which is composed almost entirely of European doctors 
employed on tea estates. The Assam Branch is a very 
live Organization and concerns itself with matters clinical, 
ethical, and medico-political. It is the negotiating body 
with the Tea Planters’ Association and with the Govern- 
ment, and through its instrumentality many measures for 
the improvement of the health and welfare of the workers 
on the tea estates have been promoted, It has three 
Divisions, two of which are very active, and it holds 
an Annual Meeting which is very well attended, | myself 
had the pleasure of attending the Annual Meeting of the 
Branch in February of this year at Mariani, and some of 
the men had come over 500 miles in order to be present 
at the meeting, The keenest interest is displayed in the 
Association’s activities both central and local, 


95. In most of the other Branches, however, very littl 
is being done, and, indeed, in some instances, the Secretary 
expressed surprise that the Association could engage in 
work, Tn other Aranehes itis not diffieutt 
appreciate Why discussions of medica-politieal subjects 
never take place, when it ia realized haw strong ia the 
Serviee element, Junior members of the Provineial 
Medieal Serviees are naturally somewhat difident about 
hringing forward anything for discussion whieh would: in 
any Way appear to eriticize their seniors in the Serviee, 
There is one Braneh in India where the senior 
Officer of the area automatically becomes the President 
of the Branch, nominates the Braneh Seeretary and all 
the members of the Braneh Council, - did my best to 
arrange that such a state of affairs should not continue, 
and | was assured by the Secretary before | left India 
that the next election of the Branch Council will be by 
popular vote of the members. 


Evicipitiry FOR MEMBERSHIP IN INDIA 


96. A Branch over-seas, by the adoption of a special rule, 
may admit to membership a medical practitioner who does 
not hold a degree registrable in the United Kingdom, but 
who is entitled by the law of his country to practise in his 
own land. This enables any Branch in India, if it so desires, 
to admit the licentiate class to membership of the British 
Mediéal Association. In the Bombay, Punjab, Calcutta, 
and United Provinces Branches such a rule has been 


adopted, and licentiates are admitted to membership, 


whereas no such rule was in operation in the other 
Branches in India at the time of my visit, 


97, The amount of the Association’s subseription is, 
however, more than most of the licentiate class can aflord, 
No local efforts have been made to recruit for the Associa. 
lion in the areas of the different Branches in India, nor has 
any endeavour been made (except in Assam) to assist 
the Branch organization by the formation of Divisions. 
Many members reside hundreds of miles from the centre 
of the Branch activities, and have no opportunity what- 
soever of attending any of the meetings. 


Meeting of Representatives in Bombay 


98. Arrangements were made for a meeting of repre- 
sentatives of the Branches I had visited to be held at 
Bombay after 1 had completed my tour, and two days 


before I left Bombay this meeting was held, at which 


there were eight representatives, two from Bombay, two 
from the Punjab, one from Assam, one from Hyderabad, 
one from Madras, and one from the United Provinces. 
Calcutta unfortunately found it impossible, at the last 
moment, to send a representative, although it had agreed 


to send two. The meeting was called in order that there 
might be a discussion as to the means whereby the 
Association could be developed further in India. 


Eligibility for Membership 


99. The meeting first gave consideration to the question 
of eligibility for membership. It was unanimously agreed 
that medical men and women registered in the United 
Kingdom or in the Provincial Medical Registers should be 
eligible for membership of the Association in India, and 
that where there is no Provincial Medical Register—for 
example, Hyderabad State—graduates and __licentiates 
should be eligible. 


Appoiniment of Part-time Secretary for India 


100, The meeting next considered how the work of all 
the Indian Branches could be developed and co-ordinated. 
All those present were emphatic in their belief that this 
could best be achieved by a part-time paid Secretary. A 
full-time Secretary was preterred, but the meeting realized 
that financially such a proposition might not find favour 
with the Council, It was estimated that the cost of a 
part-lime establishment would be approximately £400 per 
annum, Although this figure may appear low, and my 
personal view is thal if is, it must not be forgotien that, 
generally speaking, remuneration of Indian medical men is 
appreciably lower than that to whieh we are accustomed in 
ihis country, parttime seeretary receiving Ra 
per Month would be considered as being comfortably oli, 
The meeting expressed the view that a Seeretary would be 
able to stimulate interest in the Various Hraneh Couneils, 
and that through his ageney the views af the various 
could be collected and eosordinated, He would 
dls be able to promete action with the 
Hany Medical problems with whieh the profession will be 
confronted in the future, Bombay was chosen as the 
best centre for the Seeretary in view of the fact that at 
the moment the best organized Branel in India (with the 
exception of Assam) is probably Bombay, and that the 
Secretary would get a good deal of help and guidance 
from the members of the Bombay Branch Council, and 
especially from Dr. Yodh, the Honorary Secretary. In 
the light of experience the location of the central office 
of the Association in India would come under review in 
a year or two. 


101. Consideration was then given in greater detail to 
the financial aspects of such a proposition. Few of the 
Branches are spending the full 6s. capitation allowance 
from the parent Association, and the opinion of the meet- 
ing was that the Branches would be prepared to forgo 
2s, of the capitation fee to assist in detraying the current 
expenses of the Central Office in India, Tf any particular 
Branch found it difficult to carry on, application to the 
Head Office for a supplementary grant would have to 
be made, and some of the smaller Branches might be com- 
pelled to do this, otherwise their activities might have 
to be curtailed, A number of Branches have considerable 
surpluses, and an appeal for help in the maintenance of 
the secretariat by voluntary contributions might not go 
unanswered, The meeting considered that, if the B.M.A, 
is to progress in India, the Central Council should set up a 
Secretariat in India without delay, and it urged the Council 
10 give the matter immediate serious consideration, 


Formation of Divisions 


102. | impressed upon the meeting the need for further 
development of the local machinery, and pointed out the 
desirability of forming Divisions within the area of the 
Branches. With the exception of Assam there are no 
Divisions in the Indian Branches. Meetings of the 
Branches are held at large centres, and thus only those who 
live within easy reach of such towns have any oppor- 
tunity of attending the meetings. The areas of all the 
Branches are so wide that members have to travel several 
hundred miles to attend a meeting, and a determination 
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was expressed that efforts should be made to promote 
the establishment of Divisions in those centres where there 
are sufficient members to warrant it. 


Annual Representative Meeting in India 


103. The meeting then expressed the view that there 
should be an annual representative meeting held in 
different centres throughout the country, at least one repre- 
sentative from each Branch to attend such meeting, the 
railway fares of representatives being a charge on the 
funds of the Branch. The representatives from the Punjab 
Branch issued an invitation for the next annual represen- 
tative meeting of the Indian Branches to be held at Lahore. 
The great difficulty is that of finance, as railway travelling 
in India is not cheap, and the distances to be traversed 
are very great, but the interchange of views which took 
place at the meeting at Bombay made it evident to me 
that it would be desirable for the representatives of the 
various Branches to meet at least once a year to discuss 
problems which are common to them all. 


Resolutions Passed 


104. The representative meeting held in Bombay passed 
the following resolutions : 


That medical men and women registered in the United 
Kingdom or in the Provincial Medical Registers should be 
eligible for the membership of the Association in India. 
Where there is no Provincial Regisfer, graduates and 
licentiates should be eligible. 

That a central office in charge of a part-time Secretary 
in a place like the Punjab, Delhi, or Bombay, which would 


co-ordinate the work of all the Indian Branches was neces- . 


sary. 

That there should be an annual representative meeting of 
the Indian Branches at different centres in India. Each 
Branch should send at least one representative, return first- 
class fare being met from the funds of the Branch. 

That this meeting believes that the Branches woudd be pre- 
pared to forgo a part of the capitation grant (two shillings 
per head) for the current expenses of the Central Office. if 
there is a deficit in any Branch as a result of this, it may 
apply to the Head Office for assistance. Those Branches 
that have a surplus fund lying with them may be requested 
by the Head Office to helo in the maintenance of this 
Secretariat by voluntary contributions. 

That in the opinion of this meeting Branches should be 


encouraged to form as many Divisions as possible in their. 


areas. 


IV. CONCLUSION 


105. This report has been submitted by me to the Central 
Council of the Association, together with some suggestions 
and opinions on the future of the medical profession and 
the Association in India. Before the Council proceeds 
further, | would recommend that the Council should obtain 
the views of the Branches in India and of other persons and 
organizations interested in the subject upon the description 
of the present state of medical services and medical organi- 
zation in India and the account of the grievances of the 
profession: as they are set out in this report. When these 
views are received, the Council can then consider thein 
carefuliy, together with this report, and the suggestions and 
opinions which I have already submitted to it. 


G. C. ANDERSON. 


British Medical Association 


SUPPLEMENTARY REPORT OF INSURANCE: ACTS COMMITTEE, 1936-7* 


REMUNERATION 
(Continuation of Paragraphs 8-16 of Report) 


65. It is evident from the expressions of opinion re- 
ceived from a considerable number of Panel Committees 
that the greatest dissatisfaction exists at the outcome of 
the recent Court of Inquiry. There is widespread feeling 
that little regard has been had to the nature and number 
of items of service now rendered to insured persons and 
that the Court was unduly influenced by extravagant 
assertions that the work of insurance practitioners is 
largely superficial and unimportant. 


66. The Committee has consistently endeavoured to 
maintain the Insurance Medical Service at the highest 
level, an attitude in which it has been loyally supported 
by insurance practitioners. The Committee has already 
announced its decision to initiate without delay the pre- 
paration of a fresh application for an increase in the 
present capitation fee, and it invites an expression on the 
part of the Conference to this effect. The Committee 
recommends : 


Recommendation B: That this Conference is dis- 
satisfied with the conclusions of the recent Court of 
Inquiry into the insurance capitation fee and instructs 
the Insurance Acts Committee to make a further appli- 
cation for an increase in the capitation fee at the earliest 
possible time. 


PUBLICITY 


67. The Insurance Medical Service has suffered in the 
past from an inadequate or erroneous appreciation of its 
value to the individual insured person and to the com- 
munity as a whole. From time to time articles have 
appeared in the Press which were obviously intended to 
belittle the service; at times disproportionate publicity 
has been given by some newspapers to complaints against 


* The Annual Report of the Committee appeared in the Suppie- 
ment of August 21, 1937. 


insurance practitioners. The experience of the Insurance 
Acts Committee in its recent endeavour to secure for in- 
surance practitioners an improved capitation fee is thought 
to be in no small measure due to a lack of public appre- 
ciation and knowledge of the day-to-day working of the 
Insurance Medical Service. In short, the doctor is news 
when he is in trouble, while the work and views of the 
medical profession receive little public attention. The 
Committee is convinced that the time has arrived when 
a systematic effort should be made to educate public 
opinion to an improved outlook on the insurance practi- 
tioner and to the service. 


68. There is a need, too, for a wider appreciation of 
the views of the medical profession on other medico- 
sociological problems. The public knows nothing of the 
Association’s views on the extension and amplification 
of the Insurance Medical Service; it dislikes the Poor 
Law, but it does not know of the Association’s endeavour 
to remove from domiciliary medical services the Poor Law 
stigma ; it is not allowed to forget the need for improved 
maternity services, but it is unaware of the Association's 
comprehensive plans for a national maternity service, 
based on the utilization of the general practitioner. 


69. The Council of the Association has given careful 
consideration to the need for publicity, and is advised 
that the Association can apply propaganda and advertise- 


‘ment to organize public opinion without compromising 


the dignity or status of the profession. The objectives 
would be to instruct and improve public opinion regarding 
doctors generally ; to enlighten the public regarding the 
work of the medical profession ; to persuade the Press to 
be more constructive and less destructive, more informa- 
tive and less irresponsible in its handling of news regard- 
ing doctors; to secure a more enlightened attitude 
towards national health insurance and to produce con- 
ditions favourable to its extension and amplification and, 
in consequence, to satisfactory terms and conditions of 
service for the medical profession. 
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70. The Council has appointed a Public Relations 
Officer to the British Medical Association ; it has initiated 
a campaign of propaganda under the guidance of an 
expert organization, supplementing the work of the Public 
Relations Officer. It has planned a series of Press 
announcements instructing the public on matters of public 
interest. A Propaganda Fund has been established, and 
the Trustees of the National Insurance Defence Trust, on 
the recommendation of the Insurance Acts Committee, 
have decided to make a substantial annual contribution 
to that fund during the next three years. The campaign 
will be conducted and the fund administered by a com- 
mittee consisting of the Chairman of Council of the Asso- 
ciation (Sir Kaye Le Fleming), the Chairman of the 
Representative Body (Dr. H. Guy Dain), and the Chair- 
man of the National Insurance Defence Trust (Dr. H. C. 
Jonas), with wide powers of co-option. 


71. The Insurance Acts Committee is confident that its 
action in initiating this publicity campaign and its partici- 
pation in the wider proposals formulated by the Council 
of the Association will meet with the whole-hearted 
approval of Panel Committees and of insurance practi- 
tioners generally. 


EXTENSION OF MEDICAL BENEFIT TO INSURED 
WORKERS UNDER 16 YEARS OF AGE 


(Continuation of Paragraphs 17-18 of Report) 


72. As soon as Parliament reassembies consideration 
will be given to the Bill to give effect to the Government's 
intention to include insured workers under 16 years of 
age within the scope of medical benefit. It is antici- 
pated that the resulting legislation will become operative 
on January 1, 1938. 


Limitation of Lists 
(Continuation of Paragraph 19 of Report) 


73. The Committee has discussed with the Ministry of 
Health the possibility of adjustment in the maximum 
number of insured persons permitted on a doctor's list 
in cases where the present maximum would inflict hardship 
cn a practitioner following the introduction to medical 
benefit of insured workers under 16 years of age. The 
official view is. that the situation is covered by Article 
15 (2) of the Medical Benefit Regulations, which permits 
of variations being made by an Insurance Committee, in 
special circumstances approved by the Minister, in the 
maximum. numbers laid down. The Ministry is being 
asked to issue dn instruction to Insurance Committees to 
regard the influx of insured workers under 16 years of age 
into medical benefit as a special circumstance under 
Article 15 (2). 


Mileage 


74. The addition of approximately one million to the 
present insured population will automatically increase the 
number of those for whom doctors in rural practice are 
required to travel distances of more than two miles when 
Visiting them in their own homes. The Ministry has been 
asked to make an appropriate addition to the mileage 
fund to cover payment for this additional travelling. 


PRESCRIBING AND DISPENSING 
- Cost of Drugs and Appliances 
(Continuation of Paragraph 23 of Report) 


75. As a contribution to the solution of a very difficult 
problem the Committee has concurred in the conduct by 
the Ministry of Health of an exhaustive inquiry into pre- 
scribing in certain areas of comparable size and industrial 
activity but exhibiting a marked variation in prescribing 
frequency and cost. The inquiry is being undertaken, not 
with a view to revealing individual offenders, but to dis- 


cover the fundamental factors which influence abnormal 
prescribing. It is believed that the results will provide a 
very useful basis for further discussion. 


Dispensing Capitation Fee 
(Continuation of Paragraph 22 of Report) 


76. The Committee, guided by its Rural Practitioners’ 
Subcommittee, has declared the present capitation fee of 
2s. 3d. per annum for dispensing drugs and appliances for 
those insured persons who are not able to obtain them 
conveniently from a chemist to be inadequate. Action on 
this resolution has been postponed until a more advanced 
stage of the investigation into prescribing costs, referred 
to in paragraph 75, is reached. 


National Formulary 


77. The Committee will consider at its next meeting the 
desirability of revising the National Formulary for 
national health insurance purposes. 


Schedule of Appliances 


78. On the representation of the Committee the Minister 
of Health has agreed to the inclusion of de Pezzer 
catheters in the Second Schedule to the Medical Benefit 
Regulations. 

Drug Tariff 


(Continuation of Paragraph 24 of Report) 


79. The Ministry of Health has agreed to make available 
copies of the Drug Tariff to those insurance practitioners 
who desire to have it quarterly instead of annually. 


PAYMENT FOR DRUGS AND APPLIANCES SUP- 
PLIED TO AN INSURED PERSON CLAIMING 
A REFUND OF FEES PAID UNDER 
CLAUSE 7(3) OF THE TERMS 
OF SERVICE 


(Continuation of Paragraph 29 of Report) 


80. The view of the Ministry of Health is that Clause 7 
(3) of the terms of service is in the nature of a dis- 
pensation which it was necessary to provide in order to 
relieve the doctor from the liability to disciplinary pro- 
ceedings which would otherwise exist where he had 
charged fees to an insured person ; that provision is made 
for the withdrawal of the account, or recovery of the fees 
paid, as an alternative to any such proceedings ; that in 


cases where the insured person is not on the doctor's. 


list a further concession is made by providing for payment 
to the doctor of a temporary resident fee and for re- 
imbursing him in respect of drugs or appliances supplied ;: 
but where the insured person is on the doctor’s list the 
doctor is presumed to be aware of this fact, and it is not 
thought practicable to provide for payment to him in 
respect either of services rendered or of drugs or 
appliances supplied. 


81. The Committee intends to give further considera- 
tion to this matter when the terms of service for insurance 
practitioners are next under consideration. 


POSTGRADUATE STUDY FACILITIES FOR 
INSURANCE PRACTITIONERS 


82. Panel Committees have already been informed of 
the provision made by the Minister of Health to enable 
insurance practitioners to attend short courses of post- 
graduate study. Hitherto these facilities have been avail- 
able only to practitioners in single-handed practice in 
sparsely populated districts. It has now been found 
possible to provide the necessary funds to cover the cost 
of a course approximately every five years for every 
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insurance practitioner who has been qualified not less 
than five years and who has not less than 300 (or in the 
case of rural practice 150) insured persons on_ his 
individual list. 


83. Normally a course will occupy the practitioner's 
whole time for two weeks, and will consist of intensive 
study in general clinical subjects, but shorter courses of 
various kinds will be considered. Grants will cover the 
fee for the course ; travelling expenses (third-class railway 
fare or its equivalent); subsistence allowance not ex- 
ceeding £5 a week when attendance at the course neces- 
sitates the practitioner sleeping away from his home and 
not exceeding £1 a week in other cases ; and a sum not 
exceeding eight guineas a week inclusive in respect of the 
engagement where necessary of a whole-time locumtenent. 
These arrangements are provisional, and may be modified 
in the light of experience. 


84. The administrative arrangements for England, 
Scotland, and Wales are in the hands of the Ministry of 
Health, the Department of Health for Scotland, and the 
Welsh Board of Health respectively. 


85. The inauguration of the scheme somewhat late in 
the year has made it possible to provide facilities for only 
a small number of practitioners during 1937—fifty-eight 
in England and twenty in Scotland. Applications were 
received for several times the number of vacancies in 
England, and a process of selection was applied which 
assured equitable distribution over the whole country. 
It is understood that the Welsh Board of Health has 
not yet been able to make final arrangements for Welsh 
practitioners. 


86. The Insurance Acts Committee and its Scottish 
Subcommittee will have, through Advisory Committees to 
the Ministry and the Department, a full share in the 
arrangement of the courses and will be consulted on all 
matters relating to administration. Panel Committees are 
to be given a place in the scheme, and it is hoped that 
their services will be utilized to a greater extent as the 
scheme matures. A_ special Subcommittee has _ been 
‘appointed by the Insurance Acts Committee to consider 
every aspect of the scheme, and Panel Committees are 
cordially invited to submit suggestions for improvement 
and efficiency in administration. 


87. The Insurance Acts Committee takes this oppor- 
tunity of recording its grateful appreciation of the action 
of the Minister of Health in making it possible for insur- 
ance practitioners to undertake postgraduate study under 
very favourable conditions. 


CERTIFICATION—RULE 5 
(Continuation of Paragraph 32 of Report) 


88. The Ministry of Health was asked to consider the 
suggestion contained in paragraph 32 of the Report— 
namely, the addition of a form of words to Rule 5 which 
would indicate more clearly that further intermediate 
certificates may be given on any day of the week. The 
Ministry does not consider that Rule 5 is open to reason- 
able doubt, and suggests that if practitioners desire to 
quote from an official document for the purpose of satis- 
fying a patient paragraphs 13 and 14 of Memo. 307 LC., 
which is supplied to all insurance practitioners, makes it 
clear that they are not required to issue a second certificate 
on any particular day of the week. The position is set 
out in pages 120 and 121 of Medical Insurance Practice. 


EMERGENCY TREATMENT OF HAEMORRHAGE 
AFTER DENTAL TREATMENT | 


(Continuation of Paragraph 40 of Report) 


89. The reply of the Ministry of Health to the Com- 
mittee’s suggestion that the funds available for dental 
benefit might be made responsible for a fee for emergency 


— 


treatment given to an insured person suffering from 
haemorrhage of the gums following the extraction of 
teeth by a dentist who is not available at the time of 
the emergency, is that there is no justification’ for dis- 


tinguishing the service in question from other forms of: 


emergency treatment, including emergencies following 
other forms of operation, which insurance practitioners 
are required to render under their terms of service. 


NATIONAL HEALTH INSURANCE STATISTICS 
(Continuation of Paragraphs 42-43 of Report) 


90. The Committee is investigating ways and means 
of arriving at a satisfactory method of collecting statistics 
which will be acceptable to the Ministry of Health and 
to the Committee for the purpose of assessing the volume 
of work done by medical practitioners for their insured 
patients. 


CENTRAL MILEAGE FUND 


91. With the steady growth of the insured population, 
and the increasing tendency of insured persons to migrate 
from urban districts, the present amount of the Central 
Mileage Fund is considered to be inadequate, and the 
Committee intends to reopen this question when the 
basis of the fund is next under consideration. 


DENTAL BENEFIT REGULATIONS 


92. The Annual Conference last year expressed its 
strong disapproval of the scale of fees for the administra- 
tion of anaesthetics under the Dental Benefit Regulations, 
and asked the Committee to endeavour to rectify a 
situation which deprived an insured person of the services 
of his own doctor or endangered his right to dental benefit. 
The question is one which affects every general practi- 
tioner, irrespective of whether he is in insurance practice, 
and has been more appropriately dealt with by another 
committee of the Association. 


93. The present regulations allow for the payment of 
fees on a sliding scale, according to the number of teeth 
extracted, but in respect of two items of service the scale 
is below the minimum fee (10s. 6d.) laid down by the 
Association. In addition, the Dental Benefit Council, 
supported by the Ministry of Health, declines to accept 
the suggestion put forward by the Association that an 
insured person engaging his own practitioner as anaes- 
thetist should be allowed to pay any excess over the 
scale fees to meet the practitioner's charge while retaining 
his title to a grant from his society on the basis of the 
normal scale tees. The Annual Representative Meeting 
of the Association in July reiterated its approval of the 
Association’s policy in regard to fees for dental 
anaesthetics. 


NATIONAL INSURANCE DEFENCE TRUST 
(Continuation of Paragraphs 47-48 of Report) 


94. In paragraphs 67-71 of this report details of a 
publicity campaign are given in which the Insurance Acts 
Committee has decided to participate in an endeavour 
to educate public opinion to an improved outlook on 
medical benefit. The decision will involve the expenditure 
of a considerable sum of money each year for the next 
three years, and the Trustees of the National Insurance 
Defence Trust have decided to make a substantial con- 
tribution to the Propaganda Fund established by the 
Council of the Association, and administered by a com- 
mittee consisting of the Chairman of Council (Sir Kaye 
Le Fleming), the Chairman of the Representative Body 
(Dr. H. Guy Dain), and the Chairman of the Trustees 
(Dr. H. C. Jonas). The present income of the Trust from 


investments is not sufficient to meet this new expenditure, . 
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and it is felt that it-would be unwise to draw on the capital, 
especially in view of the instruction of the Conference to 
consider measures for increasing the fund. The Trustees 
believe that Panel Committees will recognize the need for 
this new form of activity which the Insurance Acts Com- 
mittee has undertaken and that they will be willing to 
contribute towards the cost. It is suggested that, without 
interruption of the present contributions from those who 
have not completed their quota to the Trust, every Panel 
Committee should make an annual payment equivalent to 
one farthing per insured person in the area. 


Recommendation C: That this Conference re- 
quests Panel Committees to contribute annually for a 
period of three years a sum equivalent to one farthing 
per insured person on the lists of insurance practitioners 
in the area as a contribution towards the expenditure 
which the Trustees have authorized for propaganda 


purposes. 
H. C. JONAS, 
Chairman. 


Correspondence 


THE MATERNITY SERVICES (SCOTLAND) ACT 


Sik,—I know that many Scottish practitioners are perturbed 
by the unauthorized surrender made by our representatives 
in regard to fees under this Act. 

It is extraordinary and discreditable that there was sub- 
mitted to the Annual Representative Meeting an agreement 
which had not been referred to Scottish Divisions or to the 
Scottish Committee, although the matter was one of vital 
concern to Scottish practitioners and to them alone. It is 
extraordinary also that such an inadequate rate of payment 
should have been accepted. A comparison with the present 
maternity fee in the cities does not help, for the proportion of 
cases attended by doctors is low—30 to 40 per cent.—and 
working-class cases are largely excluded save in emergencies. 
In the counties, where doctors attend the great majority of 
the cases, the working-class fee is usually greater than or 
approximately equal to the fee offered under the Act, and 
only in a few cases definitely less. The present fee has never 
been accepted as an economic one, but only as the best fee 
available. No doubt the Act will abolish bad debts in respect 
of maternity work. On the other hand, it reduces by Ss. the 
fee to be paid for insured women. 

If the community assumes responsibility for maternity 
services an economic fee must be paid. It can be calculated 
in two ways: 

1. If £1,000 be an adequate net income for a fully employed 
mature practitioner and £350 the expenses incurred in earning 
that income, the fee per case can be ascertained by dividing 
£1,350 by the number of cases which the practitioner could 
attend per annum if he were doing no other work. If 500 
cases be the number, the fee per case should be £2 14s. 
Reversing the method of analysis, £1,350 at the offered fee 
of £1 10s. per case would mean 900 cases per annum—a 
ludicrous figure in domiciliary practice—Highland, Lowland, 
or urban. 

2. The Chairman of the Scottish Committee at the A.R.M. 
(Supplement, July 31, p. 85) estimated the value of five 
Statutory visits at Ss. each—ae total of £1 5s., leaving a 
balance of Ss. As these visits mean pelvimetry on one 
Occasion, sphygmomanometry on four occasions, and vaginal 
examinations on at least two, a fee of 5s. per visit is less than 
adequate. The balance of Ss. has to meet the following: 
obligatory—five elaborate reports ; contingencies—extra ante- 
natal visits if needed, extra post-natal visits if needed, atten- 
dance at labour if needed. All practitioners of my acquain- 
tance make more than three ante-natal and one post-natal 
Visits now. 

The Department and our representatives agreed in  esti- 
mating that attendance at labour would be required in 25 per 
cent. of cases. This estimate is quite unacceptable. The 
Department of Health Report, 1935, p. 9, says, “In 24 per 
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cent. of all births delivery was not spontaneous ”! Obviously 
the percentage of cases in which the doctor was present at the 
birth must have been much higher. Many practitioners with 
whom I have recently discussed the matter tell me that they 


are present at the birth in practically all cases for which they | 


accept responsibility. 
1 suggest that on-the second method of calculation the fee 
payable should be: 


£ 
Attendance at confinement .. 1 0. 


Mileage in counties only and variable. 


It is obvious on Dr. J. B. Miller's calculation that the fee 
offered may be fairly satisfactory to urban practitioners who 
contemplate doing ante-natal practice only. For the rural 
practitioner, who will continue to give a complete service, the 
offered fee is utterly inadequate. I hope practitioners will 
refuse service under the Act unless the terms are greatly 
improved. 

The Scottish maternal mortality rate is higher than that for 
England and Wales, but is calculated on a different basis and 
is an utterly fallactous guide as to the relative efficiency of 
midwifery practice. The Scottish maternal mortality rate has 
been rising for a generation, while the proportion of cases 
attended by general practitioners has been falling. The cities, 
where much of the maternity practice is hospitalized, have 
fully a higher death rate than the rural districts, where 
practice is almost wholly in the hands of the general practi- 
tioner.—I am, etc., 

Loanhead, Midlothian, Oct. 3. W. HAMILTON. 


EXAMINATION OF AUXILIARY FIREMEN 


Sir,—I am somewhat shocked to read in the Supplement of 
September 18 (p. 190) a notice that the Council of the British 
Medical Association has approved a fee of 5s. for the medical 
examination of auxiliary firemen. Some two months ago 
I received a request from the Government department con- 
cerned to make an appointment with and to examine a 
candidate. Accompanying the request was a memorandum 
setting out the duties, and explaining particularly that the 
man might be called to a fire or a practice drill at any hour, 
possibly after a heavy meal or out of a warm bed ; that the 
duties were heavy and had to be performed rapidly. 1 declined 
to take the responsibility for a fee of Ss. 

In my opinion, to pass a man as physically fit for such 
duties without a very searching examination would be a 
fraud. I can only imagine that the Council approved the fee 
without having the full facts before them.—I am, etc., 

Epsom, Sept. 24. E. C. DANIEL. 


INSURANCE CAPITATION FEE 


Sir,—Surely it is logically wrong and, to say the least, 
most unfair for the capitation fee to be based on the number 
of A’s, V’s, and C’s. We general and insurance practitioners, 
always bearing in mind that prevention is better than cure, 
are daily advising our patients how to keep fit and well, and 
with the same object in view have given to our panel patients 
health lectures. Now if our advice and lectures bear fruit the 
number of A’s. V's, and C’s will progressively diminish. After 
all we are but human.—l am, etc., 

H. W. Freer, M.R.C.S.Eng., L.R.C.P.Lond. 


Birmingham, Oct. 2. 


LONDON PANEL COMMITTEE: ANNUAL 
DINNER 


The annual dinner of the London Local Medical and 
Panel Committee, which is open to the families and friends 
of practitioners, will be held at Dorchester Hotel, Park 
Lane, W., on Thursday, October 28, at 7.30 p.m. (reception 
7 p.m.). Dancing will begin at approximately 10 p.m. 
Tickets (dinner and dance, £1 Is.:; dance only, 10s. 6d.) 
may be obtained from the dinner secretary of the com- 
mittee at 17, Russell Square, W.C.1. 
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British Medical Association 


OFFICES, BRITISH MEDICAL ASSOCIATION HOUSE, 
TAVISTOCK SQUARE, LONDON, W.C.1. 


Addresses, Etc. 


Secretary (Telegrams: Medisecra Westcent, London). 


Epiror, British JourNAL (Telegrams: Aitiology Westcent, 
London). 


SuBscRIPTIONS, ADVERTISEMENTS, etc. (Telegrams: Medisecra 
Westcent, London). 


Telephone numbers of British Medical Association and _ British 
Medical Journal, Euston 2111 (internal exchange, five lines). 


ScortisH Secretary: 7, Drumsheugh Gardens, Edinburgh. (Tele- 
grams: Associate, Edinburgh. Tel : 24361 Edinburgh.) 
Irish Free State Medical Union (I.M.A. and B.M.A.): 18, Kildare 
(Telegrams: Bacillus, Dublin. Tel.: 62550 
ublin. 


Diary of Central Meetings 


OCTOBER 


8 Fri. Ophthalmic Committee, 11.30 a.m. 
Public Medical Service Subcommittee, 2 p.m. 

12 Tues. Central Ethical Committee, 2 p.m. 

; Llanelly Settlement Committee, 12 noon. 

13 Wed. B.M.A. Members of Advisory Committee, 10 a.m. 
Hospitals Committee, 2 p.m 

14 Thurs. Pharmacopoeia Subcommittee, 2.30 p.m. 

18 Fri. Spa Practitioners’ Group Committee, 2.30 p m. 
Physical Medicine Group Committee, 12 noon. 
Journal Committee, 2 p.m. 

19 Tues. Organization Committee, 2 p.m. 

20 Wed. Medico-Political Committee, 2 p.m. 

26 Tues. Naval and Military Committee, 2.30 p.m. 

27 Wed. Finance Committee, 2.30 p.m. 

28 Thurs. Library Subcommittee, 2.30 p.m. 


NOVEMBER 


3. Wed. Joint B.M.A. and T.U.C. Committee, 2.15 p.m. (at 
: Transport House, Smith Square, Westminster, S.W.1). 

5 Fri. Science Committee, 2 pm. 

16 Tues. Health Services Committee, 2 p.m. 


Branch and Division Meetings to be Held 


Berks, Bucks, AND OxForD BRANCH: READING Division.—At 
Royal Berkshire Hospital, Reading,. Wednesday, October 13, 3 p.m. 
Lecture on air raid precautions by Colonel J. Mackenzie, Home 
Office Lecturer for the London Centre. 


EDINBURGH BRANCH: SOUTH-EASTERN COUNTIES DiIvision.—At 
Royal Hotel, Galashiels, Wednesday, October 13, 3.30 p.m. Con- 
sideration of communications from medical officer of health 
regarding the Maternity Services Act, etc. 


HERTFORDSHIRE BRANCH: BaRNET Division.—At Old Fold Manor 
Golf Club, Tuesday, October 12, 7.45 p.m. Ladies’ Night and 
Annual Dinner. Address by Sir Charles Gordon-Watson. 


HERTFORDSHIRE BRANCH: East HERTFORDSHIRE DIvVISION.—At 
County Hospital, Hertford, Thursday, October 14, 8 p.m. Discus- 
sion: ‘* Maternal Mortality.” To be opened by Sir Francis 
Fremantle. 


LANCASHIRE AND CHESHIRE BRANCH: BLACKPOOL DIVvISION.—At 
Hotel Metropole, Blackpool, Wednesday, October 13. Mr. G. H. 
Right-sided Abdominal Pain.” Preceded by dinner at 

p.m. 


LANCASHIRE AND CHESHIRE BRaNcH: Hype Division.—Thursday, 
October 21. Visit to Port Sunlight. 


LINCOLNSHIRE BRANCH: SCUNTHORPE DIviIsion.—At Scunthorpe 
Grammar School, Wednesday, October 13, 8.15 p.m. Film: ‘* The 
Functional Treatment of Fractures.” 


METROPOLITAN COUNTIES BRANCH: City Division.—At Metro- 
politan Hospital, Kingsland Road, E., Friday, October 15, 4.30 p.m. 
Clinical meeting. Dr. Philip Hamill will show medical cases. 


METROPOLITAN COUNTIES BRANCH: HAMPSTEAD Division.—At 
1, Redington Gardens, N.W.3, Thursday, October 14, 8.30 p.m. 
Inaugural address by chairman, Dr. John Kennedy: ‘ The Future 
of General Practice.” 


METROPOLITAN COUNTIES BRANCH: KENSINGTON DIvISION.—At 
St. Charles’ Hospital, St. Charles’ Square, W., Friday, October 29, 
8.45 p.m. Clinical meeting. Cases will be shown by members of 
the hospital staff. 


METROPOLITAN COUNTIES BRANCH: MARYLEBONE AND WESTMINSTER 
AND HOoLsorn Divisions.—At Greycoat Hospital, Victoria, S.W., 
Thursday, October 14, 8 p.m. Demonstration of Educational Gym- 
nastics arranged by the Ling Physical Education Association, 
followed by an exhibition of ‘* keep-fit °° work for adolescents and 
older women at the Army and Navy Stores. 


METROPOLITAN COUNTIES BRANCH: SOUTH-WEst Essex Division, 
—At Wesleyan Schoolrooms, High Road, Leyton, Tuesday, October 
12,9 p.m. Dr. Alfred Cox: ‘*‘ The Past, Present, and Future of the 
Public Medical Services.” 


METROPOLITAN COUNTIES BRANCH: STRATFORD DIVISION.—At 
Invalid and Crippled Children’s Hospital, E., Friday, October 15, 
3.30 p.m. Clinical meeting arranged by Mr. Kenneth Heritage. 


Norro_k BrRancH: NorwicH Division.—At Norfolk and Norwich 
Hospital, Tuesday, October 12, 3.30 p.m. Ear, Nose, and Throat 
Demonstration. 


SOUTH-WESTERN BraNncH.—At Plymouth, Wednesday, October 13, 
3.30 p.m. Intermediate meeting. - 


Sugrey BRANCH: KINGSTON-ON-THAMES Division.—At Kingston 
and District Hospital, Tuesday, October 12, 8.30 p.m. Dr. H. L, 
Marriott : **Acute Poisoning and its Treatment in General Practice.” 


SurrEY BraNncH: RICHMOND Division.—At Grove Road Institu- 
tion, Richmond, Friday, October 8, 3 p.m. Clinical meeting 
arranged by Dr. G. A. Gordon and Dr. Douglas Gordon. 


WORCESTERSHIRE AND HEREFORDSHIRE BRANCH.—At Droitwich 
Town Hall, Thursday, October 14, 3.30 p.m. Lecture on air raid 
precautions by Colonel H. R. Bateman, Home Office Lecturer for 
the York Centre. 


YORKSHIRE BRANCH: ROTHERHAM Division.—At Crown Hotel, 
Rotherham, Tuesday, October 12, 9 p.m. Discussion: ‘* Oral 
Sepsis..." To be opened by Dr. H. M. Cohen, followed by Mr, 
H. R. Heald. Non-members and dentists in the area of the 
Division are invited to attend. 


Meetings of Branches and Divisions 


CEYLON BRANCH 


Meetings of the Ceylon Branch were held at the Colonial 
Medical Library, Colombo, on April 21, May 19, and June 16. 
The president, Dr. N. ATTYGALLE, was in the chair at the 
second and third meetings, and on April 21 the chair was 
taken by the vice-president, Dr. G. S. SINNATAMBY. _ 

At the meeting on April 21 Professor B. P. FERNANDO 
showed a case of encephalitis lethargica, and Professor MILRoY 
PatL one of traumatic aneurysm of the femoral artery, while 
Dr. E. M. WueRAMA read a paper on the “Onset of the 
Epidemic of Malaria, 1934-5.” 

On May 19 Dr. S. RAMANATHAN read notes of an interesting 
case of melanoma of the heel. Dr M. V. P. Peiris drew 
attention to the fact that melanomata need not be tumours, 
but were often only patches of pigmentation. Dr. H. O. 
GUNEWARDENE, speaking of malignant hypertension, said that 
this was a more appropriate term than nephrosclerosis with 
hypertension. He drew attention to the prevalence of the 
condition among medical men in Ceylon. The patient usually 
came to him for shortness of breath, and on examination he 
found oedema of the legs, enlargement of the heart, and a 
surprisingly high diastolic pressure. He treated those with 
heart failure not with the usual dose of digitalis, but with 
alkalis and fruit juice. Professor MILRoY PauL then read his 
notes on a case of right duodenal hernia. Professor W. C. 
OsManD HILt demonstrated the specimens, and explained that 
the hernia appeared to be a left duodenal hernia, but was 
really a twisted right duodenal hernia. 

At the meeting on June 16 Professor MiLroy PauL showed 
a patient with a large aneurysm of the femoral artery which 
was cured by direct repair of the arterial wall. Dr. J. H. F. 
Jayasuriya demonstrated a case operated on for advanced 
lymphosarcoma of the transverse colon five years ago, and 
Dr. C. A. VAN Rooyan read a paper on “Some Reflections 
on the Epidemic of Malaria, 1934-5.” 


HERTFORDSHIRE BRANCH: ST. ALBANS DIVISION 


At a meeting of the St. Albans Division, held at the Diocesan — 


House on September 28, the following officers were elected 
for the ensuing year: 


Chairman, Dr. Jurin Totton. Vice-Chairman, Professor Tom 
Hare. Honorary Secretary and Treasurer, Dr. D. Hardy Kinmont. 
Charities Secretary, Dr. R. E. Wilson. 


A vote of thanks to the retiring chairman was proposed by _ 


Dr. H. B. Dykes, who expressed the Division’s apprecia- 
tion of his keen interest in all matters connected with the 
Association. 


At the close of the business meeting there was a joint meet- 
ing with the clergy at which there was a discussion on * The 
Partnership of Religion and Medicine.” 
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MOTIONS FOR PANEL CONFERENCE 


The following notices of motion have been received for 
the Annual Conference of Representatives of Local 
Medical and Panel Committees, 1937. 


REMUNERATION 


(Paras. 8-16 of Annual Report of Insurance Acts Committee, 
British Medical Journal Supplement, August 21, 1937) 


Motion by BIRMINGHAM: That, while appreciating the fact 
that the Insurance Acts Committee intends to renew its appli- 
cation for an increased capitation fee for panel practitioners, 
this Conference wishes to impress on it the necessity for 
strenuous and immediate action. : 


Motion by CHESHIRE: That this Conference is of the 
opinion that the capitation fee payable to insurance practi- 
tioners should be at the rate of 15s. per insured person per 
annum. 


Motion by EastBourRNE: That this Conference urges that 
the strongest support be given by each insurance practitioner 
in the country to further the future efforts of the Insurance 
Acts Committee to improve the present insurance capitation 
fee. 


Motion by Eastsourne: That in the event of any further 
claim for an increased insurance capitation fee being rejected. 
this Conference instructs steps to be taken to utilize the funds 
of the National Insurance Defence Trust to set up an inde- 
pendent system. 


Motion by CARMARTHENSHIRE: That this Conference 
strongly reaffirms its opinion that a capitation fee of nine 
shillings per insured person is totally inadequate and instructs 
the Insurance Acts Committee to continue to collect evidence 
(particularly from rural practitioners) to strengthen its case : 
and when the time comes to make it perfectly clear to the 
Ministry of Health that insurance practitioners as a whole are 
not prepared to continue to work the service at the present 
scale of remuneration. 


SCHOOL MEDICAL RECORDS 


(Paras. 30-31 of Annual Report of Insurance Acts Committee, 
British. Medical Journal Supplement, August 21, 1937) 


Motion by Lonpon: That this Conference urges upon 
the Minister of Health the importance of school medical 
records of all entrants into. national health insurance being 
made available for insurance practitioners. 


Motion by AyrsHire: That the application by medical 
practitioners to local education authorities for the school 
medical records of persons who will become entitled to 
medical benefit at age 14 is most unsatisfactory and is to be 
deprecated ; that there should be an arrangement whereby 
the name and address of the last school attended by these 
persons should be given by them on their application form 
for membership of an approved society ; that societies should 
note the information given on the entry cards forwarded to 
Insurance Committees; and that the onus should rest on 
Insurance Committees to procure the school medical records 
and forward them to the doctors chosen. 


Motion by EastpourNe: That this Conference instructs 
the Insurance Acts Committee to request every insurance 
practitioner to provide for a period of twelve months a 
careful record of statistics as to visits and consultations to 
be returned monthly to the Committee. 


NOTIFICATION OF CESSATION OF TITLE TO MEDICAL BENEFIT 
—Form G.P. 34 


(Para. 39 of Annual Report of Insurance Acts Committee, 
British Medical Journal Supplement, August 21, 1937) 


Motion by West Surrotk: That Form G.P.34 be 
amended by the insertion of the words “or on the date of 
this notice whichever is the later” after the word “ below ” 
as an alternative to the proposal of the Ministry. 


CONSULTANT AND SPECIALIST AND LABORATORY SERVICES 
FOR INSURED PERSONS 


(Paras. 20-21 of Annual Report of Insurance Acts Committee, 
British Medical Journal Supplement, August 21, 1937) 


Motion by Swansea: Thai this Conference is of opinion 
that pathological facilities should now be available for insured 
patients. 


TEMPORARY RESIDENTS IN INSTRUCTIONAL CAMPS FOR 
UNEMPLOYED 


Motion by East SUFFOLK: That this Conference instructs 
the Insurance Acts Committee to examine the methods of 
payment for medical attendance at instructional centres for 
unemployed. 

NATIONAL FORMULARY 


Motion: That the Insurance Acts Committee be asked 
to consider the advisability of advising the Ministry of Health 
to issue from time to time short supplementary pamphlets 
giving the prices of the mixtures in the National Formulary 
in order to assist the practitioner in guarding against excessive 
prescribing. 


THE B.M.A. LIBRARY: BOOKS ADDED 


The library service is one of the privileges available to 
members of the B.M.A. resident in Great Britain and Ireland. 
Full particulars will be forwarded on application to the 
librarian, B.-M.A. House, Tavistock Square, London, W.C.1. 


The following books were added to the library during 
September, 1937: 


Beaumont, G. E.: Medicine. Third edition. 1937. 

Bertwistle, A. P.: R6éle of Chemiotaxis in Bone Growth. 1937. 

Best. C. H., and Taylor, N. B.: Physiological Basis of Medical 
Practice. 1937. 

Biron, A.: De [Utilisation des Courbes Glycémiques apres Injec- 
tion Veineuse en Pathologie Viscérale. 1936. 

Bourne, A. W.: Synopsis of Obstetrics and Gynaecology. Seventh 
edition. 1937. 

British Medical Journal: Endocrines in Theory and Practice. 1937. 

Brock, S.: Basis of Clinical Neurology. 1937. 

Browning, E.: Health and Fitness. 1937. 

Burrow, T.: Biology of Human Conflict. 1937. 

Butler, H. M.: Blood Cultures. 1937. 

Chesterman, C. C.: Tropical Dispensary Handbook. — Third 
edition. 1937. 

Clark, A. J.: Applied Pharmacology. Sixth edition. 1937. 

Crossen, H. S.: Gynecology for Nurses. Second edition. 1936. 

Detwiler, S. R.: Neuroembryology. 1936. 

Grafe, E.: Metabolic Diseases and their Treatment. 1936. 

Harrison, G. A.: Chemical Methods in Clinical Medicine. Second 
edition. 1937, 

Hill, A. B.: Principles of Medical Statistics. 1937. 

Horney, K.: Neurotic Personality of Our Time. 1937. 

Howard, C. P.: Diagnosis and Treatment of Pneumonia. 1936. 

Hyde, R. R.: Laboratory Outline in Filterable Viruses. 1937. 

Ikin, A. E., and Oates, G. E.: General Course in Hygiene. Second 
edition. 1937. 

Lewis, Sir T.: Clinical Electrocardiography. Sixth edition. 1937. 

Ludovici, A. M.: Truth About Childbirth. 1937. 

McDougall, W.: Introduction to Social Psychology. Twenty-third 
edition. 1936. 

wen’ C. (Editor): Oral Diagnosis and Treatment Planning. 


Romanis, W. H. C., and Mitchiner, P. H.: Science and Practice 
of Surgery. Two volumes. Sixth edition. 1937. 


Rongy, A. J.: Childbirth Yesterday and Today. 1937. 
Rose, M. S.: Laboratory Handbook for Dietetics. Fourth edition 
1937. 


Royster, H. A.: Medical Morals and Manners. 1937. 

Runting, E. G. V.: Practical Chiropody. Fifth edition. 1937. 

Thorburn, M.: Child at Play. 1937. 

Todd, A. T.: Treatment of Some Chronic and * Incurable ° 
Diseases. 1937. . 

Tow, A.: Diseases of the Newborn. 1937. 

Udaondo, B.: Les Gastropathies des Syphilitiques. 1936. 

Voronoff, S.: Love and Thought in Animals and Men. 1937. 

Williams. L.: Minor Maladies. Seventh edition. 1937. 

Wolfe, B.: Successful Living. 1937. 
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POSTGRADUATE NEWS 


The Fellowship of Medicine announces the following 
courses: dermatology at St. John’s Hospital, October 4 to 30 
and November | to 30; chest diseases at Brompton Hospital, 
October 25 to 30; urology at St. Peter’s Hospital, October 25 
_to November 6; medicine, surgery, and gynaecology at Royal 
Waterloo Hospital, November 8 to 20; proctology at St. 
Mark’s Hospital, November 8 to 13; obstetrics at City of 
London Maternity Hospital, October 23 and 24; infants’ 
diseases at Infants Hospital, October 30 and 31: physical 
medicine at St. John Clinic and Institute of Physical Medicine, 
November 6 and 7; general surgery at Princess Beatrice Hos- 
pital, November 20 and 21; chest diseases at Brompton Hos- 
pital, November 27 and 28. The following courses will be 
given in preparation for the January M.R.C.P. examination: 
clinical and pathological at National Temperance Hospital, 
Tuesdays and Thursdays, 8 p.m., November 16 to December 
2: chest diseases at Brompton Hospital, twice weekly, 5 p.m., 
November 22 to December 18; chest and heart diseases at 
London Chest Hospital, Wednesdays and Fridays, 6 p.m., 
November 24 to December 18; neurology at West End Hos- 
pital for Nervous Diseases, December 6 to 18. Courses are 
open only to members and associates of the Fellowship of 
Medicine, 1, Wimpole Street, W. 


A series of postgraduate lecture-demonstrations will be given 
at the General Infirmary at Leeds during the winter. They 
will be held every Tuesday at 3.30 p.m., beginning on October 
12. Particulars of this course will be published weekly in the 
postgraduate diary column of the Supplement. 


A special course of lectures on physical medicine in disease 
will be held at the St. John Clinic and Institute of Physical 
Medicine, Ranelagh Road, S.W., on Fridays at 4.30 p.m., from 
October 22, 1937, to May 13, 1938 (except December 17, 24, 
and 31, and April 15). The inaugural lecture will be delivered 
by Sir Humphry Rolleston on “The History of Physical 
Medicine.” Details of the lectures will be published in the 
postgraduate diary column of the Supplement week by week. 


WEEKLY POSTGRADUATE DIARY 


BritisH PostGRADUATE MEDICAL SCHOOL, Ducane Road, W.—Daily, 
10 a.m. to 4 p.m., Medical Clinics, Surgical Clinics and Opera- 
‘tions, Obstetrical and Gynaecological Clinics and Qperations. 
Tues., 4.30 p.m., Sir Arthur Hall, Meningitis and Encephalitis. 
Wed., 12 noon, Clinical and Pathological Conference (Medical); 
2 p.m., Clinical and Pathological Conference (Surgical); 4.30 p.m., 
Dr. A. Bradford Hill, The Planning and Interpretation of Experi- 
ments in Medicine. Thurs., 2.15 p.m., Dr. Duncan White, Radio- 
logical Demonstration; 3.30 p.m., Dr. R. E. Roberts, Radiology 
in Obstetrics. Fri., 2.30 p.m., Mr. V. E. Negus, Endoscopic 
Methods of Examination; 2 p.m., Clinical and Pathological 
Conference (Obstetrical and Gynaecological). 


FELLOWSHIP OF MEDICINE AND POSTGRADUATE MEDICAL ASSOCIA- 
TION, 1, Wimpole Street, W.—National Hospital for Diseases of 
the Heart, Westmoreland Street, W.: All-day Course in Cardio- 
logy. St. John’s Hospital, 5, Lisle Street, W.C.: Afternoon 
Course in Dermatology. Chelsea Hospital for Women, Arthur 
Street, S.W.: .All-day Course in Gynaecology. Royal Cancer 
ay nee Fulham Road, S.W.: Sat. and Sun., Week-end Course 
in Cancer. 


CENTRAL LONDON THROAT, NOSE AND Ear Hospitat, Gray’s Inn 
Road, W.C.—Daily, Courses in Methods of Examination and 
Diagnosis. 


HospitaL FOR SicK CHILDREN, Great Ormond Street, W.C.— 
Thurs., 2 p.m., Dr. Wilfrid Sheldon, Interpretation of Fevers of 
Obscure Origin; 3 p.m., Mr. A. Simpson-Smith, Abdominal 
Swellings in Childhood. Out-patient Clinics, mornings, 10 a.m. 
to 12 noon; Ward Visits, afternoons, 2 p.m. to 3.30 p.m. 


Lonpon ScHOOL OF DERMATOLOGY, 5, Lisle Street, W.C.—Tues., 
5 p.m., Dr. J. E. M. Wigley, Treatment of Some Common Skin 
Diseases. Wed., 5 p.m., Dr. I. Muende, Introduction to Histo- 
pathology of the Skin. Thurs., 5 p.m., Dr. J. M. H. MacLeod, 
Ringworm Infections. 


Nationa HospitaL, Queen Square, W.C.—Mon. to Fri., 2 p.m., 
Out-patient Clinics. Mon., 3.30 p.m., Mr. Williamson-Noble, 
Papilloedema. Tves., 3.30 p.m., Dr. Elkington, Motor Symptoms. 
Wed., 3.30 p.m., Dr. Walshe, Clinical Demonstration. Thurs., 
3.30 p.m., Dr. Riddoch, Sensory Symptoms and their Interpreta- 
tion. Fri., 3.30 p.m., Dr. Bernard Hart, Psychopathology and 
the Psychoneuroses. . 


Tavistock Cutnic, Malet Place, W.C.—Mon., 3 p.m., Dr. E. B. 
Strauss, Psychological Background; 4.30 p.m., Dr. E. A. Bennet, 


Free Association; 5.45 p.m., Dr. A. McLeod Fraser, A Case of 

Anxiety Hysteria. Thurs., 3 p.m., Dr. J. A. Hadfield, General 

Aetiology of the Psychoneuroses; 4.30 p.m., Dr. Bennet, Dream 

Interpretation; 5.45 p.m., Dr. Winifred I. Doherty, A Case of 

8.30 p.m., Dr. W. J. O'Donovan, Dermatological 
evroses. 


University CoLtece, Gower Street, W.C.—Mon., 5 p.m., Dr. 
Phyllis Tookey of Hearing and Speech, 


Tues., 5 p.m., Prof. Haldane, F.R.S., Lecture on 
Biometry: Frequency Curves; Samples from a  Two-class 
Population. 


West Lonpon_Hospitat PostGRapuaTE COLLEGE, Hammersmith, 
W.—Daily, 2 p.m., Operations, Medical and Surgical Clinics, 
Mon., 10 a.m., Skin Clinic; 11 a.m., Surgical Wards; 2 p.m. 
Surgical and Gynaecological Wards, Eye and Gynaecological 
Clinics; 4.15 p.m., Mr. Green-Armytage, Use of Hormones in 
Gynaecology and Obstetrics. Twes., 10 a.m., Medical Wards; 
11 a.m., Surgical Wards; 2 p.m., Throat Clinic. Wed., 10 a.m, 
Children’s Ward and Clinic; 11 a.m., Medical Wards; 2 p.m, 
Eye Clinic, Gynaecological Operations. Thurs., 10 a.m., Neuro- 
logical and Gynaecological Clinics; 12 noon, Fracture Clinic; 
2 p.m., Eye and Genito-Urinary Clinics; 4.15 p.m., Mr. Daven- 
port, Squint.  Fri., 10 a.m., Medical Wards. Skin Clinic; 12 noon, 
Lecture on Treatment; 2 p.m., Throat Clinic; 4.15 p.m., Mr. 
Vlasto, Pain in the Ear. Sar., 10 a.m., Children’s and Surgical 
Clinics; 11 a.m., Medical Wards. The lectures at 4.15 p.m. are 
open to all medical practitioners without fee. 


GLascow UNIversity.—At Tennent Memorial Building, Church 
Street: Tues., 4.30 p.m., Dr. I. Chesar Michaelson, Diseases of 
the Central Nervous System. 


LEEDS PosTGRADUATE CLINICAL DEMONSTRATIONS.—At Leeds General 
Infirmary: Tues., 3.30 p.m., Dr. J. le F.C. Burrow, Some Recent 
Advances in Neurology, illustrated by clinical cases. 


Leeps Pustic Dispensary AND Hospitat.—Wed., 4 p.m., Mr. A, 
Gough, Sexual Neuroses in Women. . 


LiverPooL Psycuiatric 1, Abercromby Square, Liverpool.— 


Wed., 4.15 p.m., Dr. D. Barton Hall, Psychological Medicine 
from the Standpoiat of General Practice: Organic or Functional? 


MANCHESTER Roya INFIRMARY.—Fri., 4.15 p.m., Prof. John Morley, 
Surgical Cases. 


SHEFFIELD UNiveERSITY.—Postgraduate clinics. Sun., 10.30 a.m.. 
at Royal Infirmary and Royal Hospital, Medicine ; at Royal 
Infirmary, Surgery; at Jessop Hospital, Obstetrics and Gynaeco- 
logy ;_ Fri., 3 p.m., at Royal Infirmary and Royal Hospital, 
Medicine ; at Jessop Hospital, Obstetrics and Gynaecology. 


DIARY OF SOCIETIES AND 
LECTURES 


Royat Society OF MEDICINE 


United Services Section—Mon., 4.30 p.m. Paper by Surgeon 
—— J. Gordon Danson: A Consideration of the Pituitary 
and. 


Section of Psychiatry.—Tues., 8.30 p.m. Presidential Address by 
Dr. E. Goodall: Physical Research in Psychiatry, dwelling also on 
the Need for Research into Hereditary Factors and for a System 
of Pedigree-keeping. 


Section of Physical Medicine.—Fri., 4.30 p.m. Presidential Address 
by Dr. F. D. Howitt: The Future of Physical Medicine.” 


Section of Radiology.—Fri., 6.45 p.m. Presidential Address by Dr. 


R. E. Roberts: Our Heritage. 


CuHaDwick Trust.—At 26, Portland Place, W., Thurs., 5.30 p.m. 
ec .W. A. Osborne (Melbourne, Australia): The Study of 
utrition. 


Society OF LonpoN.—At 26, Portland Place, W., Thurs., 
8.30 p.m. Dr. Charlotte Buhler: Child Psychology. 


MepicaL SociETy OF INDIVIDUAL PsycHOoLOGy.—At 11, Chandos 
Street, W., Thurs., 8.30 p.m. Symposium on the Contribution of 
Alfred Adler to Psychological Medicine. Inaugural Paper by the 
Chairman, Dr. H. C. Squires. 


MepicaL Society oF Lonpon, 11, Chandos Street, W.—Mon., 
8 p.m. Annual general meeting. 8.30 p.m., Presidential Address 
“Ad Mr. J. E. H. Roberts: Sick Nursing—Past, Present, and 

uture. 


PADDINGTON MeEpicaL_ Society.—At Tuberculosis Dispensary, 20, 
Talbot Road, W., Tues., 9 p.m. Dr. Geoffrey Konstam: Diag- 
nosis of Fuhtctional Disorders of the Circulatory System and 
their Prognosis. 


SociETY FOR THE STUDY OF INEBRIETY.—At 11, Chandos Street, 
W., Tues., 4 p.m. Discussion: Parental Alcoholism as a Factor 
in Adolescent Crime. To be opened by Dr. H. T. P. Young. 


SouTH-West LONDON MepicaL Socitty.—Wed., Annual Dinner. 
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Naval, Military, and Air Force 
Appointments 


ROYAL NAVAL MEDICAL SERVICE 


Surgeon Rear-Admiral T. Creaser to the Victory, as Medical Officer 
in Charge, Royal Naval Hospital, Haslar. 

Surgeon Commander W. E. Heath has been placed on the Retired 
List. - 

Surgeon Lieutenant Commander R. C. Foster to be Surgeon 
Commander. 

Surgeon Lieutenant A. P. C. Clark to the Pembroke, for Royal 
Naval Barracks. 

Surgeon Lieutenants R. F. Stenhouse and F. H. Ward have been 
transferred to the Emergency List. 


RoyaL NAavaL VOLUNTEER RESERVE 


Surgeon Lieutenant Commander J. E. L. Morris to the Pembroke, 
for Royal Naval Barracks. 
Surgeon Lieutenant M. G. McLean to the Drake, for Royal Naval 
Barracks. 
ARMY MEDICAL SERVICES 


Colonels R. M. Dickson, O.B.E., late R.A.M.C.,. and L. V. 
Thurston, D.S.O., late R.A.M.C., have retired on retired pay. 

Lieut.-Colonels A. D. Stirling, D.S.O., from R.A.M.C., and O. W. 
McSheehy, D.S.O., O.B.E., from R.A.M.C., to be Colonels. 


ROYAL ARMY MEDICAL CORPS 


Majors R. A. Austin and A. L. Robb to be Lieutenant-Colonels. 
Major D. G. Evans has retired on retired pay. 

sae A. B. Dempsey to be Captain, with seniority October 
, 1936. 


ROYAL AIR FORCE MEDICAL SERVICE 


Group Captain F. N. B. Smartt to Central Medical Establishment, 
for duty as President, No. 2 Medical Board. 

Wing Commander B. F. Haythornthwaite to Headquarters, 
Coastal Command, Lee-on-the-Solent, for duty as Deputy Principal 
Medical Officer (Hygiene). 

Flight Lieutenants A. W. Callaghan to R.A.F. Station, Abingdon ; 
J. S. Carslaw to Medical Training Depot, Halton: H. D. Conway to 
R.A.F. Station, Upwood; H. L. Willcox to R.A.F. Station, Calshot ; 
C. A. Rumball to R.A.F. Hospital, Cranwell; C. M. Carlyle-Gall to 
R.A.F. Station, Aldergrove. 

Flying Officers B. G. Haynes, N. Mackenzie, F. G. Ryan, and 
R. L. Scott have been posted to Medical Training Depot, Halton, 
on appointment to short service commissions. 

The following are granted short service commissions as Flying 
Officers for three years on the active list, with seniorities as indi- 
cated in parentheses: R. L. Scott (September 6, 1936); 
N. Mackenzie (October 9, 1936); B. G. Haynes and F. G. Ryan 
(September 6, 1937). 


TERRITORIAL ARMY 
Royat ArMy MepicaLt Corps 


Colonel W. E. Hume, C.M.G. (retired Territorial Army). to be 
Honorary Colonel, R.A.M.C. Units, S0th Northumbrian Division. 

Lieut.-Colonel and Brevet Colonel D. Dougal, M.C.. from 
Territorial Army Reserve of Officers, to command Sth Western 
General Hospital. 

Major F. J. Morris, M.C., to be Lieutenant-Colonel. 

Major D. McVicker, M.C., Reserve of Officers, to be Major, with 
seniority March 15, 1927. 

Major and Brevet Lieut.-Colonel L. McI. Weeks, M.C., to be 
Lieutenant-Colonel and to command the Ist Northern General 
Hospital. 

Captain A. A. Eagger, from Territorial Army Reserve of Officers, 
to be Lieutenant-Colonel and to command 6th Southern General 
Hospital. 

Captain G. P. Smith has resigned his commission on appointment 
to the Royal Air Force Volunteer Reserve. 

Lieutenant J. H. Hopper to be Captain. 


INDIAN MEDICAL SERVICE 
Appointments and Promotions 


Brevet Colonels A. A. C. McNeill and F. F. S. Smith to be 
Colonels, with seniorities from February 1, 1932. 

Lieut.-Colonels A. C. Munro, G. R. Lynn, W. A. M. Jack, and 
E. G. Kennedy to be Colonels, with seniorities from February 1, 
1932, January 31, 1933, January 31, 1933, and July 29, 1933, respec- 
tively. 

lout. Colonel R. S. Townsend has been nominated a member of 
the Medical Council of India. 

Majors P. Grant, O.B.E., J. G. McCann, C. S. V. 
Ramanan, and E. T. N. Taylor to be Lieutenant-Colonels. 

Major W. D. B. Read has been appointed Assistant Director, 
Central. Research Institute, Kasauli. 

Captain J. R. Dogra has been placed on foreign service under the 
Indian Research Fund Association. y 

Lieutenants (on probation) L. S. F. Woodhead and R. B. Davis 
to be Captains (on probation). 


VACANCIES 


All advertisements should be addressed to the 
Advertisement Manager and NOT to the Editor. 


BARKING CorPORATION.—(1) Assistant Dental S. Salary £450-£20- 
£550 p.a. (2) R.M.O. for Council’s Upney (Maternity) Hospital. 
Salary £350-£25-£450 p.a. 

BaTLEY AND Districr HospiraL.—R.H.S. (male). Salary £175. 


BECKENHAM: BETHLEHEM HospitaL.—R.H.P. (male, unmarried). 
Salary £150 p.a. 

BEXHILL-ON-SEA: BEXHILL HospitaL.—(1) R.M.O. Salary £150 p.a. 
(2) Hon. Consulting S. 

BIRMINGHAM AND MIDLAND Eye Hospitat.—R.S.O. Salary £200 p.a. 

BIRMINGHAM City.—(1) Whole-time Radiologist for Selly Oak 
Hospital. Salary £800-£50-£1,000 p.a. (2) R.M.O. (female) for 


Canwell Hall Babies’ Hospital. Salary £250 p.a. (3) Whole-time 
J.M.O.s. (males) for Selly Oak Hospital. Salaries £200 p.a. each.. 


BRADFORD: ROyAL INFIRMARY.—Dermatologist. 


BRIGHTON County BorouGH.—J.R.M.O. (male) for the Sanatorium 
and Infectious Diseases Hospital. Salary £250 p.a. 


BRIGHTON: Sussex Eye Hospitat.—H.S. (male). Salary £150 p.a. 


BritisH POSTGRADUATE MEDICAL SCHOOL, Ducane Road, W.—Sub- 
Dean. Salary £1,250-£50-£1.590 p.a. 


BritisH Rep Cross Society CLINIC FOR RHEUMATISM, Peto Place, 
N.W.—Hon. Gynaecologist. 


CAMBRIDGE: ADDENBROOKE’S HospiITAL.—Hon. P. 


CARDIFF: KiNG Epwarp VII WELSH NATIONAL MEMORIAL ASSO- 
ciaTION.—(1) R.M.O. (male) and (2) A.R.M.O. for Glan Ely 
Hospital. Salaries £350 p.a. and £200 p.a. respectively. 


CentraL LONDON THROAT, Nose AND Ear Hospital, Gray’s Inn 
Road, W.C.—Assistants in the Out-patient Department. 


CuarinG Cross HospitaL, W.C.—Medical Registrar (male). Honor- 
arium £150 p.a. 


CHESTERFIELD AND NortH DERBYSHIRE RoyaL Hospitat.—H.:S. 
(male) to the Ophthalmic and Ear, Nose, and Throat Depart- 
ments. Salary £150 p.a. 


COLCHESTER: ROYAL EASTERN COUNTIES’ INSTITUTION FOR THE 
MENTALLY DeFECTIVE.—Medical Superintendent for a_ Branch 
of the Royal Institution situated at Bridge Home, Witham. 
Salary £700-£25-£900 p.a. 

CoLtoniaL Mepicat Service, Richmond Terrace, Whitehall, $S.W.— 
Two District M.O.s for Cyprus. Salaries £500-£20-£700  p.a. 


COVENTRY AND WARWICKSHIRE HospiraL.—Non-resident House 
Governor and Secretary. Salary £700-£50-£1,000 p.a. 


DensiGH: North Wares County Mental Hospirat.—J.M.O. 
(male, unmarried). Salary £350-£25-£450 p.a. 

Dersy: BorouGH MENTAL HospitaL, Rowditch.—Second A.M.O. 
(unmarried). Salary £350-£25-£450 p.a. 


Dersy County BorouGH.—A.R.M.O. (male) for Derby City 
Hospital. Salary £200 p.a. 

Devon County Councit.—R.A.M.O. (unmarried) for Hawkmoor 
Sanatorium, near Bovey Tracey. Salary £250 p.a. 

DreapnouGHr HospitaL, Greenwich, S.E.—Non-resident Receiving 
Room Officer (male). Salary £200 p.a. 


Dup.ey: Guest Hospitar.—R.S.O. (male). Salary £250-£300 p.a. 


East HaM MemoriaL Hospitac, Shrewsbury Road, E.—P. in charge 
of Skin Department. 


EpinsurGH City.—Part-time M.O. to attend pensioners of the 
Trinity Hospital and Subsidiary Trusts and Alexander Mortifica- 
tion. Salary £250 p.a. 

EmpireE RHEUMATISM CouNncIL, 1, Mitre Court Buildings, Temple, 
E.C.—Two Research Fellowships relative to the causation and 
pathology of rheumatic disease. Salaries £750 p.a. each. 


Essex County Councit.—{1) Assistant County M.O.H. (female). 
(2) Temporary Assistant School M.O. Salaries £500-£25-£700 p.a. 
and £500 p.a. respectively. 

FAREHAM: KNOWLE Hospitat.—J.A.M.O. (male, un- 
married). Salary £350-£25-£450 p.a. 

GATESHEAD County BorouGH.—Assistant M.O.H. (female). Salary 
£500-£25-£700 p.a. 

GLAMORGAN County Councit.—M.O. (male) for Venereal Diseases. 
Salary £750-£50-£937 10s. p.a. 

GLASGOW: WESTERN INFIRMARY OF GLASGOW.—Full-time Ass@tant 
Radium Therapist. Salary £400 p.a. 


Gui_prorp: Royat Surrey County Hospitat.—H.S. (male). 
Salary £150 p.a. 
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Hacirax: Royat Hatirax Second H.S. (2) Third 
— (male, unmarried). Salaries £175 p.a. and £150 p.a. respec- 
tively. 


HAMPSTEAD GENERAL AND NortH-West Lonpon HospiraL, N.W.— 
(1) S. to Out-patients, (2) P. to Out-patients, for Out-patient 
Department, Bayham Street, Camden Town, - (3) ‘Casualty 
S.O. (unmarried) for the Out- -patient Department, Bayham Street, 
Camden Town, N.W. Salary £100 p.a. (4) H.S. (male, un- 
married). Salary £100 p.a. 


HarRTLEPOOL: HarTLEPOOLS Hospirat.—H.S. (male). Salary £150 
p.a. 
HempsteaD: West Herts Hospirat.—J.R.M.O. Salary 


oF Sr. Luke, Fitzroy Square, W.—R.M.O. (male). 


HospPitaL FOR CONSUMPTION AND DISEASES OF THE CHEST, Bromp- 
ton, S.W.—Whole-time Assistant in the Department of Patho- 
logy. Salary £350 p.a. 


HospitaL FOR EpILeEpSy AND Paratysis, Maida Vale, W.—H.P. 
(male). Salary £100 p.a. 


Hounstow Hospittrat.—Hon. Assistant S. to the Ear, Nose, and 
Throat Department. 


Hutt Royat InFirmMary.—(1) H.P. to the Sutton Branch. (2) 
Second H.P. to the Main Hospital. Males. Salaries £160 p.a. 
and £150 p.a. respectively. 


ILForD: KinG GeorGe Hospirat.—Surgical Clinical Assistant. 


Kent County.—Two Whole-time Assistant Officers 
(males). Salaries £600-£25-£750 p.a. each. 


LancasHire County Councit.—J.A.M.O. (male, unmarried) for 
Wrightington Hospital. Salary £200 p.a. 


Leeps Pustic DispENsSARY AND Hospitat.—(1) C.O. and HLS. 
(2) H.P. Males. Salaries £150 p.a. each. 


Leicester City Menrat HospitaL, Humberstone.—Third A.R.M.O. 
(male, unmarried). Salary £350-£50-£450 p.a. 


Salary 


LincoLN County Hospirat.—J.H.S. (male, unmarried). Salary 
£150-£200 p.a. 
Liv iry.—R.A. M O. Smithdown Road Hospital. Salary 


£200 


Davip Lewis NortHern Hospitat.—Non-resident 
Medical Registrar and Tutor. Honorarium £125 p.a. 


MancuHestTer City.—(1) Part-time Consulting Aurist for Crumpsall 
Hospital. Salary £250 p.a. (2) Second R.A.M.O. (male) for 
Monsall Hospital for Infectious Diseases. Salary £350-£25-£450 
p.a. 


ManNcHESTER Royal INFIRMARY.—{1) R.M.O. for Private Patients” 
Home. Salary- £250 p.a. (2) H.S. for the Aural, Gynaeco- 
logical, and Ophthalmic Departments. Salary £50 p.a. 


Marie Curie Hospitrat, Fitzjohn’s Avenue, N.—R.M.O. (female). 
Salary £100 p.a. 


METROPOLITAN HospitTaL, Kingsland Road, E.—(1) Senior H.P. (2) 
—— H.S. (3) J.H.P. (4) J.H.S. Males. Salaries £100 p.a. 
each. 


MILLER GENERAL HospPITAL, Greenwich Road, S.E.—Assistant Radio- 


logist. Honorarium £125 p.a. 
NaTionaL TEMPERANCE HospitaL, Hampstead Road, N.W.—H.P. 
(male). Salary £100 p.a. 


NEWCASTLE-UPON-TYNE: HospitaL FOR Sick CHILDREN.—(1) H.P. 
(2) H.S. Salaries £100 p.a. each. 


Newport: RoyaL Gwent Hospirat.—(1) H.P. Salary £150 p.a. 
(2) Three H.S.’s. (3) H.S. to the Fracture and Orthopaedic 
Department. Salaries £135 p.a. each. 


NorTHAMPTONSHIRE County Councit.—Senior Assistant County 
M.O.H. and District M.O.H. for the Towcester Rural District 
Council. Salary £800 p.a. 


Oswestry: Rospert JONES AND AGNES Hunt ORTHOPAEDIC 
HospitaL.—(1) R.S.O. (male). Salary £350-£50-£450 p.a. (2) H.S. 
(male). Salary £200 p.a. 


PETERBOROUGH AND District MemortiaL Hospitat.—Senior R.H.S. 
(male). Salary £175-£200 p.a. 

PorTSMOUTH: Royat PortsMOoUTH HospitTaL.—H.S. (male). Salary 
£130 p.a. 


Queen’s HosPiTaL FOR CHILDREN, Hackney Road, E.—(1) Assistant 
(2) M.O. in charge of the Whooping-cough Clinic. Honor- 
arium £1 Is. per session. 


Ruowppa: Ursan Districr CouNcIL.—A. M.O. (female, unmarried). 
Salary £500-£25-£700 p.a. 


Royat Eye Hospirat, St. George’s Circus, §.E.—Hospital Research 
Scholarship. Value £100 p.a. 


Royat Free Hospitat, Gray’s Inn Road, W.C.—Part-time A.M.O. 
ee for the Venereal Diseases (Female) Department. 
p.a. 


Royat NaTIONAL ORTHOPAEDIC HOspPITAL, 


W.—Three Surgical 
Registrars (males). 


Honorariums £105 p.a. each. 


Royal WaterLtoo HosPitaAL FOR CHILDREN AND WoMEN, Waterloo 
Road, S.E—(1) H.P. (male). Salary £100 p.a. (2) Resident 
Casualty and Orthopaedic H.S. Salary £150 p.a. 


er: : Hospitat oF Sr. Cross.—R.M.O. (male). Salary £100-£25- 
p.a. 


St. Mary’s Hospirat, W.—(1) Obstetric Registrar. 
H.S. Salary £100 p.a. 


SAMARITAN Hospital FOR WoMEN, Marylebone Road, N.W.— 
(1) Registrar. (2) H.S.: Salaries £130 p.a. and £100 p.a. 
respectively. 


SHEFFIELD: RoyaL INFIRMARY.—(1) Ophthalmic H.S. Salary £120 
p.a. (2) H.P. (3) H.S. (4) H.S. to the Orthopaedic and 
Fracture Service. (5) H.S. to the Ear, Nose, and Throat Depart- 
ment. Salaries £80-£100° each. 


SMEDLEY’s HypropatHic ESTABLISHMENT, Matlock.—H.P. (male, 
unmarried). Salary £200 p.a. 


SOUTHALL BorouGH.—Medical Officer of Health. Salary £800-£50- 
£1,000 p.a. 


SouTH SHIELDS County BorouGH.—Deputy Medical Superintendent 
for South Shields General Hospital. Salary £350-£50-£450 p.a. 


Surrey County Councit.—J.A.M.O. (male, unmarried) for the 
Council Mental Hospital Service. Salary £350- 


WEsr HospitaL, Hammersmith, W.—(1) Resident Assistant 
S. (male, unmarried).’ Salary £200 p.a. (2) Chief Assistant 
to the Department for Treatment of Injuries. Salary £200 p.a. 


WESTMINSTER HospitaL, Broad Sanctuary, S.W.—Radiologist for 
Westminster Hospital ‘Annexe, Fitzjohn’s Avenue, N.W 


WooLwicH AND District War Memorial Hospitrat, Shooters Hill, 
S.E.—H.S. Salary £100 p.a. 


(2) Casualty 


CERTIFYING Factory SURGEONS.—The following vacant appointments 
are announced: St. David's (Pembrokeshire) ; Denby Dale (York- 
shire, West Riding) ; Petworth (Sussex). Applications to the 
Chief Inspector of Factories, Home Office, Whitehall, S.W. 1, by 
October 18. 


To ensure notice in this column advertisements must be received 
not later than the first post on Tuesday mornings. 


Notifications of offices vacant in universities, medical colleges, and 
of vacant resident and other appointments at hospitals, will be 
found at pages 43, 44, 46, 47, 48, 49, 52, and 53 of our 
advertisement columns, and advertisements as to partnerships, 
assistantships, and locumtenencies at pages 50 and Sl. 


APPOINTMENTS 


ALcrorD, A. F., B.Ch., and LLEWELLIN, Dorothy M., M.D., 
D.P.H., Medical licens of the Board of Education. 


Renwick, John, M.B., Ch.B., Certifying Factory Surgeon for the 
Cross Hills District (Yorkshire). 


City OF LONDON MatTERNITY HospitaL, E.C.—Registrar: Barton 
Gilbert, M.D., F.R.C.S. Resident Medical Officer: H. Ia 
Meller, M.B., ‘Ch.B. Assistant Resident Medical Officer: A. G. 
Edwards, M. B., B.S. 


BIRTHS, MARRIAGES, AND DEATHS 


The charge for inserting announcements of Births, Marriages, and 
Deaths is 9s., which sum should be forwarded with the notice 
not later than the first post on Tuesday morning, in order to 
ensure insertion in the current issue. 


BIRTHS 


BircH.—On September. 28, to Marjorie, wife of C. Allan Birch, 
M.D., M.R.C.P., of 5, Chestnut Close, N.14, a daughter. 


Cormie.—At 22, Glencairn Drive, Glasgow, on September 30, 1937, 
a < 7? Mrs. R. L. Cormie (née Elizabeth Driver), a son. 
th well. 


Salary - 
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